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ABSTRACT OF DISSERTATION 
A MIXED METHODS ANALYSIS OF GENDER DIFFERENCES IN SYMPTOM 
PROGRESSION AND TRAUMA NARRATIVES DURING TRAUMA-FOCUSED 
COGNITIVE BEHAVIORAL THERAPY 
An alarming portion of youth experience traumatic events during childhood, and 
there is a robust body of literature documenting the adverse consequences of trauma 
exposure on the developing child. Fortunately, numerous empirically-supported phase-
based interventions have been developed for youth that target the deleterious effects of 
trauma. While several of these interventions have demonstrated symptom reduction from 
the baseline to completion of treatment, much less is known regarding the trajectory of 
posttraumatic stress symptoms (PTSS) during the course of treatment. Information in this 
regard may have important implications for service delivery and help to illuminate the 
mechanisms of change responsible for treatment outcomes. Furthermore, gender-related 
differences in the prevalence and expression of PTSS following trauma exposure have 
been observed, but the reasons for these differences is unclear and there is a paucity of 
research concerning whether boys and girls may progress differently through trauma-
focused treatment. As a result, the aims of this study were to (1) examine the progression 
of PTSS during the various components of Trauma-Focused Cognitive Behavioral 
Therapy (TF-CBT); (2) assess whether symptoms progress differently for males and 
females; (3) examine whether (a) sexual abuse history or (b) age moderates any gender-
related symptom differences identified; and (4) explore the trauma narratives of boys and 
girls.  
This study utilized an embedded sequential mixed methods design. For the 
quantitative strand, aggregate scores on the UCLA Posttraumatic Stress Disorder 
Reaction Index (UCLA PTSD-RI) were mapped for the entire sample and then according 
to gender at baseline, during various components of TF-CBT, and at termination among a 
sample (N = 138) of polyvictimized youth ages 7-18 who completed TF-CBT at a 
university-based child trauma treatment clinic. Mixed Analysis of Variance (ANOVA) 
analyses were conducted for each of the outcome measures (UCLA-PTSD RI overall, 
arousal, avoidance, and intrusion scores) to examine whether there were symptom 
differences between males and females from baseline to completion of TF-CBT, and 2X2 
full factorial ANOVAs were conducted to determine whether sexual violence history or 
age moderated the relationship between gender and symptom severity during any phase 
of TF-CBT. For the qualitative strand, trauma narratives (N = 16) completed during TF-
CBT were analyzed through the use of thematic analysis.  
Findings revealed that males and females reported differences in PTSS symptoms 
from baseline to termination of treatment, and during various phases of treatment. 
Additionally, thematic analysis of the trauma narratives augmented findings from the 
quantitative strand and revealed variations in the narratives of males and females. 
Although further investigation is warranted, study findings help to further understand the 
complex interplay between gender and the progression of PTSS during treatment. 
Implications for practice, policy and social work education are discussed.  
KEYWORDS: Trauma-Focused Cognitive Behavioral Therapy, Gender  
Differences, Trauma Treatment Outcomes, Posttraumatic Stress, 
Mixed Methods   
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This dissertation is dedicated to my family, and to the children and 
families who have been gracious enough to share their stories so 
that we may better understand how to best help trauma survivors.  
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Chapter 1 
Introduction 
A multitude of studies demonstrate an alarming portion of the United States 
population experiences traumatic events during childhood. In a longitudinal study of over 
1400 youth, 68% reported having experienced at least one traumatic event by the age of 
16 (Copeland, Keeler, Angold, & Costello, 2007). In the Adverse Childhood Experiences 
(ACE) study, which consisted of over 17,000 adults, 64% reported having experienced at 
least one adverse event during childhood (Felitti et al., 1998). Further, Kessler (2000) 
found that individuals rarely experience a single incident of trauma, but are more likely to 
have experienced polyvictimization, which is defined as having directly experienced or 
witnessed multiple types of traumatic events. For instance, in a national survey of youth 
ages 2-17, 18% had experienced four or more different types of trauma within the past 
year (Finkelhor, Ormrod, & Turner, 2007). This study also indicated that children who 
experienced one victimization had a 69% chance of experiencing a subsequent 
victimization within the same year (Finkelhor, Ormrod, Turner & Hambry, 2005). 
Consistent with these findings, the National Child Traumatic Stress Network (NCTSN) 
conducted a survey of clinicians working with a clinical sample of trauma-exposed youth 
and found that 78% had been exposed to multiple types of traumatic events, with a modal 
number of three types (Cook, Blaustein, Spinazzola, & van der Kolk, 2003).  
While traumatic experiences can potentiate from a range of events (e.g. natural 
disasters, child maltreatment, community violence, motor vehicle accidents), child 
maltreatment constitutes one broad category of trauma that has a particularly dramatic 
impact. In 2014, the United States Department of Health and Human Services (DHHS) 
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documented 702,000 child victims of abuse and neglect, or 9.4 children per 1,000 (United 
States Department of Health and Human Services, [DHHS], 2016). However, known 
cases of child maltreatment are believed to be a gross underestimation of the actual 
incidence of child abuse and neglect, and this subset of children are especially susceptible 
to polyvictimization (Spinazzola et al., 2003). The previously referenced ACE study, for 
example, revealed that 13% of adults had experienced four or more adverse events in 
childhood, but this figure jumped to 51% among individuals who reported involvement 
with the child welfare system, with 38% of them having been exposed to four or more 
trauma types before the age of two (Felitti et al., 1998).  
 These rates of trauma exposure among youth are particularly disconcerting given 
the substantial body of literature illustrating the adverse short and long term effects of 
childhood trauma, including increased rates of multiple mental health disorders, suicidal 
ideation and attempts, substance misuse problems, involvement with the justice system, 
and physical health problems such as heart disease, liver disease, cancer and even 
shortened life expectancy (Anda et al., 2006; Edwards et al., 2003; Felitti, 2009; Felitti et 
al., 1998). The term complex trauma is often used to denote the impact that exposure to 
multiple forms and incidences of interpersonal trauma, which begins in childhood and is 
perpetrated by someone within the caregiving system, can have on functioning and 
development (Courtois & Ford, 2009). Complex trauma has direct and indirect negative 
consequences, and can lead to impairment in multiple domains of functioning, including 
attachment difficulties, biological impairments such as sensorimotor developmental 
problems, affect regulation problems, dissociation, poor behavioral control, cognitive 
deficits, and negative self-concept (Cook et al., 2003). Indeed, current research confirms 
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the observations Herman (1992) made several decades ago and suggests that the impact 
of interpersonal trauma, and particularly child maltreatment, pervades all areas of a 
child’s life and substantially impacts future identity development (Cook et al., 2003; 
D’Andrea, Ford, Stolbach, Spinazzola, & van der Kolk, 2012; Spinazzola et. al., 2003).  
 In response to the startling numbers of children exposed to traumatic events and 
growing knowledge of its harmful impact, attention has been devoted to the development 
of effective interventions. Today, numerous empirically supported trauma-focused 
interventions exist. In a meta-analysis of psychosocial trauma-focused treatments for 
youth, Silverman and colleagues (2008) found eight interventions had at least one study 
demonstrating efficacy compared to an alternative treatment (e.g. supportive therapy, 
child-centered therapy) or no-treatment control group and the absence of conflicting 
evidence. Further, a systematic literature review of trauma-focused interventions for 
youth with histories of child maltreatment found supporting evidence for several different 
treatments in their ability to decrease posttraumatic stress related symptoms (Leenarts, 
Diehle, Doreleijers, Jansma, & Lindauer, 2013). One of the interventions cited as an 
efficacious treatment in both of the aforementioned reviews is Trauma-Focused 
Cognitive Behavioral Therapy (TF-CBT). TF-CBT is one of the most widely 
disseminated and empirically-supported trauma-focused treatments for youth (Cary & 
McMillen, 2012), and the intervention has multiple randomized controlled trials 
demonstrating its efficacy and effectiveness in reducing traumatic stress related 
symptoms in diverse settings with youth who have experienced a wide range of traumatic 
events (Cohen & Mannarino, 1996a; Cohen & Mannarino, 1997; Cohen, Deblinger, 
Mannarino, & Steer, 2004; Cohen, Mannarino, & Knudsen, 2005; Cohen, Mannarino, & 
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Iyengar, 2011; Deblinger, Lippman, & Steer, 1996; Deblinger, Steer, & Lippmann, 1999; 
Deblinger, Mannarino, Cohen, & Steer, 2006; Jaycox et al., 2010; Jensen et al., 2014; 
King et al., 2000; Murray et al., 2015; Scheeringa, Weems, Cohen, Amaya-Jackson, & 
Guthrie, 2011; Smith et al., 2007; Stein et al., 2003; O’Callaghan, McMullen, Shannon, 
Rafferty, & Black, 2013).  
 Despite the growing number of treatments that have demonstrated their ability to 
reduce trauma-related symptoms within diverse samples of youth, there remains a subset 
of children who do not respond as well as others to therapeutic intervention, and many 
interventions continue to yield moderate to low effect sizes (Kazdin, 2007). Additionally, 
although theory concerning the mechanisms of change at play during trauma-focused 
treatments such as TF-CBT is fairly well established, from an empirical perspective this 
process is not well understood. In fact, and notwithstanding the growing evidence that 
TF-CBT and several other empirically-supported interventions can statistically 
significantly reduce trauma-related symptoms from the beginning to end of treatment, 
how symptoms progress during treatment and the mechanisms of change contributing to 
symptom reduction remain largely unknown. Thus far studies examining treatment 
effectiveness have tended to assess symptoms at the beginning and then the end of 
treatment with little consideration of what happens in between these two time points. The 
dearth of investigation may occur in part because most intervention research thus far has 
focused on promoting positive outcomes and on refining treatments that on average 
produce desired effects (Jacobs et al., 2008), rather than on examining the trajectory of 
symptoms during the course of treatment or on dismantling individual treatment 
components. Nevertheless, the paucity of research in this area has led many scholars 
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(Kazdin, 2007; Kazdin, 2008; Kraemer, 2016; Kraemer, Wilson, Fairburn, & Agras, 
2002) to encourage researchers to more specifically study symptoms during the course of 
treatment, and to examine those factors that may serve as treatment mediators and 
moderators. Furthermore, others have pointed to the need to isolate treatment components 
and more explicitly explore those components theorized to be central to symptom 
reduction (Cary & McMillen, 2012; Knutsen & Jensen, 2017; McKinnon, Brewer, 
Meiser-Stedman, & Nixon, 2017).  
 Even with these recommendations, to date no published peer-reviewed empirical 
studies have been identified that monitor the fluctuation of traumatic stress symptoms 
during TF-CBT (or any trauma-focused treatment for youth). Moreover, the phase-based 
nature of many trauma-focused interventions offers a viable opportunity not only to track 
symptoms during treatment, but also to map symptoms according to the particular phase 
of treatment. This provides a way to explore the impact of individual components on 
symptom expression and reduction. In particular, the trauma narrative component of TF-
CBT provides a rich opportunity to explore the process that is hypothesized to be a key 
mechanism of change underlying the intervention. A fundamental part of the trauma 
narrative is gradual exposure to distressing memories of the traumatic events and their 
associated thoughts and feelings. Given that avoidance of trauma-related content is a key 
feature of traumatic stress symptomatology, the trauma narrative can be difficult for both 
the client and the therapist, and avoidance of this component is thought to contribute to 
treatment dropout as well as stagnation in treatment progress (Wamser-Nanney & 
Steinzor, 2017). As a result of these factors, an investigation of symptom progression 
during treatment and the impact of individual treatment components on symptom 
6 
 
expression may shed light on (a) the change mechanisms responsible for symptom 
reduction (b) whether findings are consistent with their underlying theoretical 
assumptions, (c) why certain youth respond better to treatment than others and (d) 
potential moderators of treatment outcomes.  
Gender and Trauma  
 When investigating the progression of symptoms during trauma-focused treatment 
gender becomes a particularly salient variable to consider. A plethora of studies (Breslau 
& Kessler, 2001; Bryant & Harvey, 2003; Dyb et al., 2008; Fullerton et al., 2001; Kerig 
& Bennett, 2013; Kessler et al., 1995; Tolin and Foa, 2006) have revealed gender-related 
differences in the experiences of male and female trauma survivors. Variations between 
males and females are most apparent in the higher rates of posttraumatic stress disorder 
(PTSD) among women (Breslau, 2001; Breslau, Davis, Andreski, Federman, & Anthony, 
1998; Breslau, Davis, Peterson, & Schultz, 1997; Helzer, Robins, & McEvoy, 1987; 
Kessler et al., 1995) and girls (Anderson, Williams, McGee, & Silva, 1987; Hanson et al., 
2008; McGee et al., 1990) despite studies (Breslau et al., 1997; Breslau et al., 1998; 
Helzer et al., 1987; Kessler et al., 1995) suggesting that men have slightly higher rates of 
exposure. In fact, a meta-analysis of sex differences for posttraumatic stress disorder 
(PTSD) found that females were nearly two times as likely as males to develop PTSD 
following exposure to traumatic events (Tolin & Foa, 2006). Variations in the 
posttraumatic stress reactions of males and females have also been observed, particularly 
in regards to cognitive processing and post-trauma appraisals (Kimerling, Ouimette & 
Wolfe, 2002; Mak, Blewitt, & Heaven, 2004; Ptacek, Smith, & Zanas, 1992; Tolin & 
Foa, 2002; 2006). In particular, research indicates that the self-schemas and world-
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schemas of males and females may be differentially affected following trauma exposure 
(Tolin & Foa, 2006), which in turn suggests that the meaning making processes of males 
and females may differ. Consequently, examination of the progression of symptoms 
during treatment and an in-depth exploration of trauma narratives may help to illuminate 
how males and females make meaning of and integrate their traumatic experiences into 
their overall sense of self, as well as enable a deeper understanding of any differences 
that may exist. This becomes particularly important in light of recent studies (Berger, 
Par-Horencyzk & Gelkopf, 2007; Qouta, Palosaari, Diab, & Punamaki, 2012; Tol et al., 
2008; 2012) that have found gender to moderate trauma-focused treatment outcomes.   
 Current research also suggests that males and females differ in terms of the types 
of traumatic events they tend to encounter (Tolin & Foa, 2006), which is particularly 
relevant given evidence that suggests certain types of trauma exposure places individuals 
at greater risk of developing posttraumatic stress. Specifically, studies with both adults 
(Breslau et al., 1998; Tang & Freyd, 2012) and youth (Hanson et al., 2008; Kilpatrick et 
al., 2003; Runyon, Deblinger, & Steer, 2014) have found survivors of intrusive forms of 
interpersonal violence, primarily child sexual abuse and sexual assault, exhibit higher 
levels of PTSD symptoms irrespective of gender. Therefore, when exploring the 
intersection of gender and trauma it is essential to consider how trauma type, and 
principally sexual violence, may impact this relationship.  
 Development is also a relevant factor to consider when working with youth, but 
particularly when examining gender-related differences in symptom progression. PTSD 
has been linked to dysregulations in the neuroendocrine response system, and 
predominantly the sympathetic adrenal-medullary (SAM) system and the hypothalamic-
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pituitary-adrenocortical (HPA) axis (Bremner et al., 2000; Bryant, 2003). There is 
evidence that these systems, which appear to mediate the fight-or-flight responses, are 
differentially activated in boys and girls when threatened with danger (Sherin & 
Nemeroff, 2011). Given that the neuroendocrine system is influenced by gender-related 
hormones that fluctuate according to developmental stage (Yehuda & LeDoux, 2007), 
gender-related differences in the progression of traumatic stress symptoms may vary 
depending on the stage of development. Additionally, some findings suggest that 
differences in PTSD frequency do not appear until early adolescence when the prevalence 
of PTSD among females rises compared to their male counterparts (Perkonigg, Kessler, 
Storz, & Wittchen, 2000). Finally, the need to consider age when examining the 
relationship between gender and trauma becomes even more relevant when one 
contemplates the important gender role socialization that occurs during childhood and 
adolescence (Gilligan, 1992).    
 In sum, when considering the progression of symptoms during trauma-focused 
treatment, TF-CBT is an ideal intervention to utilize because of the model’s strong 
empirical base and its phase-based nature. Given the existing research concerning gender 
and trauma, it becomes imperative to explore whether the symptom trajectories of males 
and females differ, particularly during the trauma narrative component of treatment. In 
light of research regarding the conditional risk of PTSD in response to sexual violence, 
and because gender-related hormones that may affect traumatic reactions fluctuate 
according to age, it also becomes crucial to consider age and trauma type when exploring 
the relationship between gender, symptom progression and treatment response.  
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Purpose of Study 
 Taken as a whole, the purpose of this study was to examine and explore the 
progression of traumatic stress related symptoms during the course of TF-CBT with 
particular attention to any differences that may exist between males and females. 
Specifically, the aims of the study were as follows:  
(1) Examine the progression of posttraumatic stress symptoms during the various 
components of TF-CBT 
(2) Assess whether symptoms progress differently through the components of 
TF-CBT for boys and girls 
(3) Examine whether (a) sexual violence history or (b) age moderates any 
symptom differences identified between males and females during phases of 
TF-CBT 
(4) Explore the trauma narratives of boys and girls  
 The field of trauma has grown tremendously in recent decades and there have 
been substantial gains in the field’s understanding of traumatic stress reactions. There has 
also been marked progress in the development of trauma-focused treatments for youth. 
These achievements notwithstanding, this study took a necessary next step and addressed 
a gap in the literature that is crucial to further understanding the symptom recovery 
process that occurs during the course of trauma-focused treatment. In particular, this 
study provides insight concerning the trajectory of symptoms during trauma-focused 
treatment as well as sheds light on whether or not there exist gender-related differences in 
the progression of symptoms. Further, a deep exploration of the trauma narrative 
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component of treatment helps illuminate the meaning making process that is 
hypothesized to occur. This approach also provides information concerning how males 
and females respond to various components of trauma-focused interventions, which in 
turn can provide feedback concerning pathways to healing and ultimately assist in 
determining what treatments are appropriate for whom and under what circumstances. 
Importance of Study to Social Work 
Given social work’s emphasis on working with underserved and marginalized 
populations in conjunction with the high prevalence of trauma exposure within the 
general population, it is almost certain that social work practitioners will work with 
children, adults and/or families that have been adversely affected by trauma. Indeed, 
studies suggest that a notable portion of child welfare workers and the majority of 
community based mental health practitioners have social work degrees (National 
Association of Social Workers, 2011; Whitaker, 2012). As a result, it is incumbent upon 
the profession to concern itself with issues relating to trauma exposure and traumatic 
stress in an effort to stay current and in order to provide the most evidence-informed 
treatments and services (Strand, Abramaovitz, Layne, Robinson, & Way, 2014). 
Historically, the fields of child welfare and trauma have co-existed to a certain extent in 
silos. Research consistently indicates the high rates of trauma exposure among the child 
welfare population however, and it is imperative that social workers utilize their voices to 
contribute their perspective to the field of trauma, as well as collaborate with other 
disciplines in an effort to reduce the silo effect that has often been observed. 
Copyright © Sarah Ascienzo 2018 
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Chapter 2 
Theoretical Basis for Study   
 This chapter provides an overview of the theoretical orientations that informed 
this study. First, the major tenets of trauma theory are outlined, followed by a discussion 
of developmental perspectives on trauma and complex trauma. These theories inform this 
project by providing a framework that explains the progression of traumatic stress 
symptoms and highlights the importance of development and the impact of multiple types 
of traumatic events during childhood. Next, cognitive behavioral theory, emotional 
processing theory, and the meaning making model are outlined. Cognitive behavioral 
theory and emotional processing theory inform this proposal because they are two of the 
primary theories undergirding TF-CBT, and are the theories that delineate the 
mechanisms of action hypothesized to be responsible for symptom recovery. 
Additionally, the meaning making model informs this proposal because it explicates the 
meaning making process that is speculated to occur and theorized to be an integral part of 
symptom reduction during the trauma narrative and processing components of treatment. 
Finally, the gender interactional model is offered to provide a context with which to 
begin to understand the potential reasons for the gender-based differences observed in 
empirical research.   
Trauma Theory 
 Trauma theory is an ever-growing body of knowledge that draws upon multiple 
theoretical frameworks in an effort to better understand the immediate, short and long 
term impact of trauma exposure on individuals towards the aim of developing an 
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effective means by which to study, prevent, assess, and treat traumatic stress. As such, 
trauma theory serves as the primary lens for this project and provides a framework with 
which to conceptualize traumatic stress reactions.   
 Trauma theory posits that traumatization occurs “when both internal and external 
resources are inadequate to cope with external threat” (van der Kolk, 1989, p. 393), and 
argues that the longitudinal course of traumatic stress symptoms must be understood as a 
process affected by individual, event-specific, cultural and social factors (McFarlane & 
Yehuda, 2007).  The general stress literature has helped to clarify that all individuals 
experience a normally occurring acute distress response following exposure to a 
traumatic stressor (Lazarus, 1999). And, as a number of epidemiological studies (e.g. 
Breslau et al., 1998; Breslau et al., 2009; Kessler et al., 1995; Kilpatrick et al., 2013) 
illustrate, for the majority of individuals these acute symptoms will resolve and not result 
in PTSD or other traumatic stress symptomatology. For others however these acute 
symptoms do not ameliorate and instead develop into a pattern of maladaptation and 
disorder. It is here where trauma theory provides valuable information concerning the 
pathways from health to maladaptation and pathology. As Herman (1992) explains, 
“Traumatic events are extraordinary, not because they occur rarely, but rather because 
they overwhelm the ordinary human adaptations to life” (p. 33). In this way, trauma 
theorists posit that traumatic stress symptoms result not from the event itself per se, but 
from how the individual’s mind and body react to the event, and thus “…represent the 
failure of healing and modulation of the acute traumatic response” (McFarlane & 
Yehuda, 2007, p. 156).  
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 This process from health to the development of traumatic stress symptoms can be 
divided into three stages: the acute stress response, the chronic response, and the 
individual’s adaptation to having to manage the chronic response (McFarlane & Yehuda, 
2007). The acute stress response, also labeled hyperarousal and often referred to as the 
fight-flight-freeze response, is stimulated by a discharge of the sympathetic nervous 
system (Lazarus, 1999). Notably, the acute stress response is adaptive and coordinated 
insomuch that it involves the activation of multiple systems including the cardiovascular 
system, the metabolic system, and the immune system (Sapolsky, Romero, & Munck, 
2000). The reaction is theorized to originate in the amygdala, which in turn triggers a 
response in the hypothalamus, the body’s internal thermometer. The hypothalamus 
releases the coricotropin (CRH) hormone, which activates the hypothalamic-pituitary-
adrenal (HPA) axis by stimulating the pituitary to secrete the adrenocorticotropin 
(ACTH) hormone (De Bellis et al., 1999a). Meanwhile the adrenal medulla initiates a 
hormone cascade, including secretion of epinephrine and norepinephrine to facilitate 
physical reactions, prepare for muscular action and boost energy. This process also 
results in the production of cortisol from the adrenal gland, which increases blood 
pressure and blood sugar to maximize the body’s performance, stimulates the 
sympathetic nervous system, and causes behavioral activation and arousal (De Bellis et 
al., 1999a).  
 The locus ceruleus, a nucleus located in the brain stem, also indirectly stimulates 
the HPA axis through connections with the limbic system (De Bellis & Putnam, 1994). In 
order to optimize the body’s functioning, mechanisms that are unnecessary for survival, 
such as digestion, are suspended during this acute stress response (Lazarus, 1999). 
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Eventually, cortisol, via negative feedback inhibition on the hypothalamus, pituitary, and 
hippocampus suppresses the HPA axis leading to normalization of cortisol levels, and 
stimulation of the parasympathetic nervous system, which in turn restores homeostasis 
(De Bellis et al., 1999a). 
 Trauma theory suggests that whether or not an individual’s arousal normalizes 
and homeostasis is restored following the acute traumatic response is a crucial process in 
the long-term adaptation to the traumatic event, and largely determines whether or not a 
chronic response develops (McFarlane & Yehuda, 2007). As McFarlane and Yehuda 
(2007) explain, following a traumatic event distressing recollections occur and are 
thought to represent a normal process of reappraisal. Throughout this reappraisal process 
the body and the mind attempt to integrate the traumatic experiences into existing 
schemata, and the replaying of the events and associated memories allows “the 
development of novel meaning constructs that are not part of the individual’s inner 
world” (McFarlane & Yehuda, 2007, p. 172). During this time, the emergence of 
intrusive, hyperarousal and reactivity symptoms, such as an exaggerated startle response, 
hypervigilance, sleep disturbance, and irritability, begin to differentiate those who go on 
to develop a chronic response from those who recover (McFarlane, 1992).  
 For those individuals who do not recover, trauma theory argues that the 
traumatic stressor has destabilized the arousal system, the body and mind’s capacity to 
cope has been overwhelmed, and consequently out of the acute stress response emerges a 
maladaptive pattern of symptoms (McFarlane & De Girolamo, 2007). These symptoms 
can include generalized hyperarousal and difficulty modulating arousal; alterations in 
neurobiological processes involved in stimulus discrimination; conditioned fear 
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responses; shattered meaning propositions, such as a loss of trust, hope and sense of 
agency; and social avoidance including loss of meaningful attachments (van der Kolk, 
2007). Further, while the acute stress response is adaptive during the actual threat, after 
the threat subsides the response becomes maladaptive and can result in what Chu (2011) 
labels primary responses, such as the development of PTSD and the symptoms outlined 
above, and secondary responses, which are those responses that develop in an attempt to 
manage and adapt to primary responses.  
 Secondary responses to traumatic events include a range of reactions that can 
potentiate at the somatic, emotional, cognitive, behavioral, and characterological levels of 
functioning (van der Kolk, 2007). The development of secondary responses also helps to 
explain why PTSD is only one of several psychiatric problems that tend to occur 
following trauma exposure, and why PTSD is often found to be co-morbid with other 
disorders such as major depression, generalized anxiety disorder, phobias, somatoform 
disorders, substance misuse, eating disorders, dissociative disorders, and borderline 
personality disorder (Chu, 2011; van der Kolk, 2007). Importantly, trauma theory has 
also helped to elucidate that an individual’s acute, primary and secondary responses to 
trauma exposure are influenced by a variety of risk and protective factors (also referred to 
as vulnerability and resilience factors, respectively), including pre-trauma and individual 
factors, event-specific and peri-traumatic factors, and post-trauma factors, all of which 
interact in complex ways (Briere, 2004; Keane, Marshall, & Taft, 2006; McFarlane & 
Yehuda, 2007). The myriad of risk and protective factors help to explain the substantial 
variations found among individuals with regard to short and long term responses to 
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traumatic events, and also reinforces the need to conceptualize traumatic responses as a 
dynamic process.  
 In sum, trauma theory argues that the development of traumatic stress symptoms 
should be understood as a process that is impacted by the complex interaction of risk and 
protective factors present at the individual, event-specific, cultural, and social level 
(McFarlane & Yehuda, 2007). Furthermore, trauma theorists speculate that while an 
initial distress response to a potentially traumatic event is normal and expected, the 
development of psychopathology and characterological problems in trauma-exposed 
individuals should be conceptualized as adaptations to the acute and short-term responses 
of exposure (McFarlane & Yehuda, 2007; van der Kolk, 2007).  
Developmental Perspectives on Trauma    
 When discussing traumatic stress within a child context, development becomes a 
vitally important factor to consider. Developmental perspectives on trauma delineate the 
psychiatric and psychobiological impact of traumatic experiences on the developing child 
by drawing on theory and research from developmental psychopathology, developmental 
neuroscience, attachment, stress and trauma (De Bellis, 2001). Consequently, 
developmental traumatology (De Bellis et al., 1999a; 1999b; De Bellis, 2001; De Bellis, 
2005) and developmental perspectives on trauma (Perry & Pollard, 1998; Perry, Pollard, 
Blakley, Baker, & Vigilante, 1995; van der Kolk, 2005) enhance trauma theory by 
situating traumatic responses within a developmental context. 
 De Bellis and colleagues (De Bellis et al., 1999a, 1999b; De Bellis, 2001; De 
Bellis, 2005) introduced developmental traumatology to describe the complicated 
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intersection between trauma and development, and this model further assists in 
explaining the progression and amelioration of traumatic stress symptomatology. De 
Bellis (2001) outlines several assumptions of the model: (1) While there are an infinite 
number of stressors that can overwhelm a child’s capacity to cope, there are finite ways 
that the brain and body can respond; (2) in cases of interpersonal traumas it is not only 
the event (e.g. physical abuse, sexual abuse, etc.) but also the relationship the child has 
with the perpetrator that influences post-traumatic reactions, and for this reason 
interpersonal stressors, such as child maltreatment, are more likely to result in chronic 
and severe responses; (3) maltreatment experienced in childhood may be more 
detrimental than trauma experienced in adulthood because it can interfere with 
neurodevelopment and in particular with behavioral, cognitive and emotional regulation; 
(4) biological stress system responses are based on several principles including the 
nature, frequency and chronicity of the stressor; individual differences in regulatory 
capacity, response to the stressor, and in the ability of the biological stress system to 
maintain homeostasis; (5) PTSD symptoms are common responses to severe stressors; 
and (6) changes in biological stress systems cause psychiatric symptoms.  
 Developmental perspectives on trauma also emphasize that childhood experiences 
of trauma must be considered within a child’s age and stage of development because this 
impacts how a child will perceive and process external and internal stimuli, as well as 
indicates how neurodevelopment may be affected. From this perspective, traumatic 
experiences impact children’s emotional, behavioral, cognitive, social and physical 
functioning because these events have a negative impact on the developing brain (Perry, 
2000). The brain develops in a sequential and hierarchal manner from less to more 
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complex, and different areas of the brain organize and become fully functional at 
different times during development (Perry et al., 1995). As a consequence, optimal 
development of more complex systems, such as the cortex, are contingent upon the 
adequate development of less complex systems, such as the midbrain (Perry et al., 1995). 
Furthermore, different parts of the brain mediate distinct functions. For example, the 
cortex mediates thinking while the brainstem and midbrain mediate arousal. Many of the 
brain’s neural systems are dependent upon environmental cues to appropriately organize 
from their immature forms, and there are critical and sensitive periods of development 
(Perry, 2000; Perry et al., 1995). Disruptions of experience-dependent cues during these 
critical and sensitive periods can lead to deficits in neurodevelopment, and this sensitivity 
to environmental influences occurs through a process known as neuroplasticity (Singer, 
1995).  
 Perry and colleagues (1995) note that disruptions can potentiate from a “(1) lack 
of sensory experience during critical periods or, more commonly, (2) atypical or 
abnormal patterns of neuronal activation due to extremes of experiences (e.g. child 
maltreatment)” (p. 276). Importantly, while external experiences, such as traumatic 
events, can change the mature brain, external experiences during critical periods of brain 
development (e.g. those that occur during infancy and early childhood) actually inform 
the organization of various brain systems. Extremely low or high levels of stress during 
development stimulate adaptations in brain development so that the brain organizes 
around and in response to these traumatic events (Perry & Pollard, 1998). As a result, 
when a child encounters chaos or when sensory input patterns are not consistent and 
predictable, the organizing systems in the brain form in ways that result in subsequent 
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dysregulation (Perry, 2000). From this perspective, one can understand how it becomes 
adaptive for a child who is growing up in a chaotic, unpredictable and violent 
environment to become hypersensitive, hypervigilant, and remain in a constant stress 
response state (Brown, Becker-Weidman, & Saxe, 2014). Additionally, when neural 
changes occur in the developing brain in response to environmental stressors, fluid states 
can become more static traits in that these adaptive coping strategies can become 
‘hardwired’ into the brain (Brown et al., 2014; Perry et al., 1995). Importantly, the 
affected areas of the brain and hormonal systems are those related with key processes, 
such as attachment, the regulation of emotions, impulse and behavioral control, reasoning 
and problem solving, and the development of self.   
 Developmental traumatology and developmental perspectives on trauma also 
draw on the work of Bronfenbrenner (1979; 1986) to conceptualize the impact of trauma 
on the developing child. Bronfenbrenner’s (1979; 1986) ecological model delineates the 
importance of understanding the complex, interrelated and dynamic set of interactions 
between children and their environment. Developmental traumatology has situated this 
ecological systems approach within the context of trauma, and discusses the differential 
impact of both proximal and distal factors on development and post-trauma adjustment. 
Proximal factors are those processes, factors and interactions that the child has direct 
interaction with and/or directly impact the child. Evidence suggests that it is the 
interaction of proximal factors within the child’s total ecology that are the primary 
processes that influence development (Pynoos, Steinberg, & Piacentini, 1999). Proximal 
factors can serve as risk or protective factors, and essentially either support and promote 
or hinder successful development and functioning. Proximal factors for a child can vary 
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widely, but can include aspects of the parent-child relationship such as warmth, modes of 
discipline, a caregiver’s reaction to disclosures of abuse, the specific nature of the trauma 
including the trauma type, frequency and severity of exposure, and/or the child’s level of 
social support. Distal factors, on the other hand, are those more distant and indirect 
influences on the child’s life that are a part of the child’s larger ecology. Distal factors 
can also serve as risk or protective factors and might include factors such as socio-
economic level, culture and so forth. Importantly, distal factors may result in proximal 
stressors that directly affect the child. For example, while economic hardship may serve 
as a distal factor, it may result in proximal stressors such as a lack of food or adequate 
housing. 
 Taken as a whole, developmental perspectives on trauma and the work of 
developmental traumatology enable researchers and practitioners to further understand 
traumatic stress responses in children by placing their responses in a developmental 
context, as well as through illuminating the neurodevelopmental impact of these events 
on the growing child. A developmental perspective also indicates how and why 
experiences of child maltreatment tend to have negative consequences above and beyond 
what is observed in individuals who encounter traumatic experiences in adulthood, and 
aids in understanding why adverse childhood experiences affect multiple domains of 
functioning. 
Complex Trauma  
The body of literature outlining the phenomenon known as complex trauma also 
greatly informs this project and builds upon the knowledge gained from both trauma 
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theory and developmental perspectives on trauma. Chapter 3 will include empirical 
research related to the construct of complex trauma, while this section focuses on the 
theory associated with concept. Currently, the complex trauma construct is used to 
describe the “…dual problem of children’s exposure to traumatic events and the impact 
of this exposure on immediate and long-term outcomes” (Cook, Blaustein, Spinazzola, & 
van der Kolk, 2003, p. 5). Specifically, complex trauma is used to refer to children’s 
exposure to multiple traumatic events and stressors, including physical abuse, sexual 
abuse, emotional abuse, neglect, impaired caregiving and witnessing family violence, 
which begin in childhood, occur repeatedly, and are perpetrated by an individual who is 
within the caregiving system (Cook et al., 2003; 2005; Courtois & Ford, 2009).  
As noted previously, the acute stress response is initially adaptive. However, 
chronic activation of the stress response system, such as what occurs when there are 
ongoing experiences of child maltreatment, can have deleterious mental and physical 
health consequences and negatively affect neurobiological development (Sapolsky et al., 
2000; Perry et al., 2005). Complex trauma is hypothesized to have an adverse impact on 
core regulatory systems, and consequently the sequelae of complex trauma extends to 
multiple domains of impairment and can include: “(a) self-regulatory, attachment, 
anxiety, and affective disorders in infancy and childhood; (b) addictions, aggression, 
social helplessness and eating disorders; (c) dissociative, somatoform, cardiovascular, 
metabolic, and immunological disorders; (d) sexual disorders in adolescence and 
adulthood; and (e) re-victimization” (Cook et al., 2003, p. 5).  
 In a White Paper published by the National Child Traumatic Stress Network 
(NCTSN) in which the goal was to develop a preliminary organizing framework for 
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complex trauma, researchers identified seven phenomenologically-based domains of 
impairment drawing from the existing child clinical and research literature, adult research 
regarding complex trauma, and the expertise of the NCTSN’s Complex Trauma 
Taskforce. The identified domains of impairment include: attachment, biology, affect 
regulation, dissociation, behavioral control, cognition, and self-concept. Furthermore, 
impairment is considered to occur within a developmental context which in turn impacts 
further development, as well as within a familial and cultural context which also 
influence the child’s functioning (Cook et al., 2003). Table 2.01 outlines the range of 
effects within each domain and clearly illustrates how far outside the confines of the 
PTSD diagnosis—or any diagnosis—the effects of chronic maltreatment extend.  
 Attachment. The complex trauma literature underscores the importance of 
attachment in the development of primary and secondary traumatic stress responses, and 
helps to explain why childhood maltreatment in particular can be so detrimental. Due to 
children’s dependency on caregivers for safety and security, the attachment system is the 
main organizer of their responses to danger (Lieberman & Van Horn, 2005). Through 
attachment, children gradually construct internal working models of how the world of the 
self, others, and relationships work (Bowlby, 1973). These mental representations refer to 
memories, experiences, outcomes, feelings and knowledge about what happens in 
relationships. Internal working models regulate the negative emotions triggered when a 
child feels insecure, and begin to guide a child’s expectations, beliefs, and behavior in 
relationships (Howe, 2005). Young children have an expectation that caregivers will 
protect them from danger, yet when the social environment that is supposed to be the 
source of safety and stability becomes a source of danger, unresponsiveness and/or 
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unpredictability, these internal working models can become distorted, leading to insecure 
or disorganized attachment (Lieberman & Van Horn, 2008). A child’s attachment also 
serves as the foundation for the development of other competencies, such as self-
regulation, a sense of safety that promotes exploration, a sense of agency, and expressive 
and receptive communication (Cook et al., 2003). Consequently, disruptions in 
attachment are associated with a wide range of maladaptive symptoms and behaviors and 
are thought to interfere with neurodevelopment (Lieberman & Van Horn, 2008; Schore, 
2001).  
 Biology. Experiences of maltreatment and other traumatic events that occur 
within a familial context (e.g. caregiver dysfunction due parental mental health) impact 
children’s neurobiological development, as outlined previously. Furthering this 
discussion is the notion that trauma also interferes with integration of the left and right 
hemispheres of the brain. In children who have not experienced maltreatment, there is 
typically coherence between the left and right hemispheres of the brain (Cook et al., 
2003). The left hemisphere is responsible for the development of the semantic schemas of 
self, the world and others, while the right hemisphere of the brain is responsible for 
emotional responses to environmental stimuli (Cook et al., 2003). However, this is not 
the case with children who have experienced complex trauma. In these children, there is 
frequently an incongruence between their self and world schemas (e.g. how they make 
sense of the world and view themselves) and their emotional schemas (Crittenden, 1998; 
Kagan, 2003). When children with complex trauma are faced with real or perceived 
stress, the left brain-based analytical capacities are hypothesized to disintegrate, while the 
right brain-based emotional schemas are thought to dominate, leading to intense feelings 
24 
 
of helplessness and rage (Crittenden, 1998; Kagan, 2003). Furthermore, depending on the 
stage of development, this incongruence between the left and right hemispheres can lead 
to a host of problems including issues with behavioral management, interpersonal 
relationships, emotion regulation, and executive functioning (Cook et al., 2003).      
 Affect Regulation.  Affect regulation is a core regulatory system, and complex 
trauma can lead to impairment of the neurobiological systems that are crucial to the 
ability to modulate affective states. Cook and colleagues (2003) identify three major 
affect regulation difficulties associated with complex trauma: (1) difficulties in 
identifying internal emotions, (2) difficulties expressing emotions, and (3) difficulties 
modulating emotional experiences. Overtime difficulties with affect regulation can lead 
to the development of a myriad of disorders and problems associated with dysregulation, 
such as mood disorders, somatoform disorders, anxiety disorders, and borderline 
personality disorder (Cook et al., 2005).  
 Dissociation. Dissociation is defined as the “disruption of the normal integration 
of experience” and is typically used to describe the compartmentalization or 
fragmentation of mental content and detachment from self (Chu, 2011, p. 41). 
Dissociation is best conceptualized along a continuum from typical experiences such as 
daydreaming, to peri-traumatic dissociation during traumatic events, to dissociative 
disorders (Cook et al., 2003). In the case of complex trauma, children often increasingly 
rely upon dissociation to cope with their traumatic experiences. Although dissociation 
typically initially occurs as a protective mechanism to manage overwhelming 
psychological content, dissociation can lead to issues with affect regulation, self-concept, 
and behavioral management (Cook et al., 2005).   
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 Behavioral Regulation. Complex trauma is also related to difficulties with 
behavioral control and regulation. In fact, both under- and over-controlled behavior 
patterns have been observed in those who have experienced complex trauma (Cook et al., 
2003). Under-controlled behavioral patterns include impulsive and aggressive behaviors, 
while over-controlled behavioral patterns include rigidity, particularly in regards to 
routine, eating and bathroom rituals, as well as compulsive compliance (Cook et al., 
2003).  
 Cognition. In addition to negatively impacting children’s cognitive schemas as 
they pertain to views of self, the world, and others, complex trauma is also associated 
with deficits in cognitive functioning. In particular, complex trauma theory posits that 
children who have experienced chronic maltreatment may develop a range of cognitive 
impairments, such as difficulties with problem solving, delays in receptive and expressive 
language, problems with focusing and completing tasks, attentional difficulties, and 
learning difficulties (Cook et al., 2003).  
 Self-concept. During childhood, children begin to develop internal working 
models regarding their sense of self, others, and the world, and these formulations are 
predominantly informed by their experiences with caregivers (Lieberman & Van Horn, 
2008). Children who develop secure attachment and whose caregivers provide stability, 
safety and love form internal working models where the self is generally viewed as 
worthy and competent. However, children who have experienced maltreatment are likely 
to form internal working models where the self is viewed as incompetent, unworthy of 
love, and helpless (Howe, 2005; Lieberman & Van Horn, 2008; 2013).  
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Mechanisms of Action 
 The aforementioned theoretical perspectives provide a lens through which to 
understand and conceptualize the development of traumatic stress symptoms in youth. 
However, when considering the progression of symptoms during the course of trauma 
treatment, it becomes vitally important to consider the mechanisms of action theorized to 
be responsible for the trauma recovery process. The individual components of TF-CBT 
will be explicated in later chapters, but here the major theories that undergird the TF-
CBT model are outlined. These models were chosen because they help to explain the 
fundamental theoretical underpinnings of TF-CBT, and also because they explain the 
mechanisms of action hypothesized to account for the model’s effectiveness. In 
particular, a brief overview of Cognitive Behavioral Theory (CBT) as it relates to trauma 
is outlined, followed by a discussion of Emotional Processing Theory and finally the 
Meaning Making Model.   
Cognitive Behavioral Theory (CBT) 
 Cognitive Behavioral Theory first emerged in the 1950s with the introduction of 
Albert Ellis’ Rational Emotive Behavior Therapy (REBT), and was later influenced by 
the development of the cognitive approaches associated with Aaron Beck, among others 
(Connolly & Harms, 2012; Corsini & Wedding, 2000). Ellis posited that when a charged 
emotional response follows an activating event, it is not the event that causes the 
emotional response but rather the individual’s belief system that leads to the emotional 
response (Ellis, 2000). Notably, Ellis (1994) maintains that REBT views cognition and 
emotion interactively, and is therefore a cognitive-affective-behavioral theory. Stemming 
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from Ellis’ work, CBT as a general theory is rooted in the principle that an individual’s 
cognitions play a crucial and primary role in the development and maintenance of 
emotional and behavioral responses to life situations (Gonzalez-Prendes & Resko, 2012).  
 As the name implies, CBT is informed by behavioral theory, which focuses on 
how behaviors are learned, maintained and/or modified, and rests on the assumption that 
behavior is acquired through learning and therefore faulty learning environments can 
result in unhelpful behavioral responses (Connolly & Harms, 2012). Behavioral theory 
grew out of the work of Pavlov and Watson, who developed the early principles of 
classical conditioning that provide the basis for behavioral approaches (Connolly & 
Harms, 2012). Operant conditioning has also greatly contributed to behavioral theory and 
introduced the notion that positive and negative reinforcement can alter behavioral 
responses (Teater, 2010). In fact, operant conditioning served as the basis for the 
development of systematic desensitization (Wolpe 1990), a practice approach that was 
originally developed for phobic responses and is currently utilized as a component of 
multiple trauma-focused treatments for adults and youth (Gonzalez-Prendes & Resko, 
2012).      
 CBT has also been greatly influenced by cognitive theory. Cognitive theory 
maintains that individuals react to situations through a mixture of cognitive, affective, 
motivational and behavioral responses, and that the “…cognitive system deals with the 
way that individuals perceive, interpret, and assign meaning to events” (Beck & Weishar, 
2000, p. 241). Furthermore, cognitive theory posits that information processing is a 
crucial mechanism needed for survival and each system (e.g. cognitive, affective 
motivational and behavioral) involved is comprised of schemas. Cognitive schemas 
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contain an individual’s perceptions of themselves, others, and the world, as well as their 
goals and expectations, memories, fantasies, and previous learning (Beck & Weishar, 
2000; Horowitz, 1987).   
 Today, CBT generally maintains four fundamental assumptions: (1) cognitive 
processes and content are accessible; (2) thinking mediates emotions, behavior and the 
way individuals respond to events; (3) distorted thinking leads to psychological distress 
and dysfunction; and (4) cognitions can be intentionally targeted, modified, and changed 
thus relieving symptoms and increasing functioning and adaptability (Connolly & Harms, 
2012; Gonzalez-Prendes & Resko, 2012). CBT continues to have a substantial impact on 
trauma theory and lends important constructs to the conceptualization of trauma. 
Furthermore, CBT serves as the prominent theory informing TF-CBT and is evidenced 
throughout the intervention.   
Emotional Processing Theory  
 In the late nineteenth century, Pierre Janet and Sigmund Freud both independently 
came to the conclusion that an individual’s symptoms of hysteria were caused by 
psychological trauma, and related to their perceptions of the traumatic events (Chu, 2011; 
Ringel & Brandell, 2012). Since that time many scholars (e.g. Ehlers & Clark, 2000; Foa 
& Kozak, 1986; Foa & Riggs, 1993; Foa & Rothbaum, 1998) have proposed that 
cognitive factors play a crucial role in the development and maintenance of traumatic 
stress symptoms. Emotional processing theory (Foa & Kozak, 1986; Foa & Riggs, 1993; 
Foa & Rothbaum, 1998) suggests that the development of PTSD depends on both the 
content of cognitions, for example what the person thinks, believes and records into 
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memory, as well as the process of cognitions, such as the way the person thinks, 
perceives and interprets events.  
 According to the theory, PTSD symptoms develop and sustain when an individual 
processes the traumatic event in such a way that leads him or her to recall the event with 
the same sense of danger felt when the event was experienced, thus constituting the 
development of a pathological fear structure (Foa & Kozak, 1986). The function of this 
pathological fear structure is to help the individual avoid or escape perceived danger (Foa 
& Kozak, 1986). Any stimuli associated with the traumatic event activates the fear 
structure, which causes emotional re-experiencing, and in turn produces a pattern of 
avoidance that sustains symptoms (Foa & Kozak, 1986; Gonzalez-Prendes & Resko, 
2012). Further, while adaptive cognitive features can serve as protective factors against 
the development of PTSD, maladaptive cognitive features can serve as risk factors and 
increase an individual’s vulnerability to developing PTSD because they inhibit the 
successful processing of the traumatic event (Tolin & Foa, 2002). The theory, as further 
delineated by Tolin and Foa (2002), has several core presuppositions:  
1. PTSD is a form of pathological fear. Although it is similar to fear experienced by 
those who do not develop PTSD, it is differentiated from normal fear by the 
presence of certain cognitive associations. Specifically, pathological fear 
structures are disruptively intense; include unrealistic stimulus-stimulus 
associations; contain erroneous stimulus-meaning associations; and contain faulty 
associations between harmless stimuli and escape or avoidance responses.  
2. All fear is a “memory-based program”, and helps individuals cope with threats by 
focusing attention towards dangerous stimuli, and then through activation of those 
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physiological and behavioral responses (e.g. fight-flight-freeze) necessary to 
escape (Tolin & Foa, 2002, p. 77). 
3. The memory-based program can be conceptualized as a cognitive structure that 
includes interconnected cognitive representations that contain three kinds of 
information: (a) information about the feared stimulus; (b) information about 
verbal, physiological, and overt behavioral responses during and after the trauma; 
and (c) interpretative information about the meaning of the stimulus and response 
elements of the structure.  
4. The fear structures of PTSD differ from the fear structures of those who recover 
from traumatic experiences because they contain a large number of maladaptive 
associations between elements of the structure, while the fear structures of those 
without PTSD do not exhibit these maladaptive associations.  
 Foa and colleagues (Foa & Riggs, 1993; Foa & Rothbaum, 1998) also postulated 
that pre-trauma schemas, trauma memory records and post-trauma reactions all influence 
the likelihood that an individual will develop PTSD. First, pre-trauma schemas are an 
individual’s beliefs and attitudes about self, the world and others that influence his or her 
perceptions, interpretations, and memories (Tolin & Foa, 2002). Schema development is 
influenced by experiences throughout the life span, meaning that novel experiences can 
provide new information that alters beliefs and attitudes thus altering schemas. Schemas 
can also influence the cognitive processing of experiences—and importantly, can distort 
the experience to make it schema-consistent. Therefore, pre-existing schemas can 
influence the perception of memory of the trauma so that the trauma serves to reinforce 
negative beliefs (Foa & Riggs, 1993; Foa & Rothbaum, 1998).  
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 Further, individuals with more rigid assumptions about the world and self may be 
less proficient at managing and altering their schemas to enable processing of new 
information, such as information regarding the traumatic event (Tolin & Foa, 2002). 
Trauma memory records are also postulated to impact the development of PTSD. Trauma 
memory records, according to Foa and colleagues (Foa & Riggs, 1993; Foa & Rothbaum, 
1998), consist of the memory of the trauma itself as well as the person’s beliefs and 
perceptions about the trauma. Both aspects of the memory record are considered 
important and thought to influence the development of symptoms and recovery. Finally, 
Foa and Rothbaum (1998) also point out that the emotional processing of the traumatic 
event is influenced by what gets recorded in memory after the event. In particular, Foa 
and Rothbaum (1998) suggest that emotional processing can be inhibited when an 
individual interprets initial, normal responses to trauma as a sign of incompetence or 
weakness. Post-trauma records also include information about the reaction of others. 
Notably, however, these post-trauma interpretations regarding one’s own reaction and the 
reaction of others can be influenced by the memory record itself and pre-trauma schemas 
(Foa & Rothbaum, 1998).  
 Fundamentally, emotional processing theory emphasizes that it is the individual’s 
interpretation and appraisal of the traumatic event and resultant memory that contributes 
to PTSD symptoms. Further, and importantly, it is the meaning attached to the memory 
that prevents the individual from adequately processing the underlying information. In 
fact, Foa and Rothbaum (1998) proposed that two flawed central beliefs often result: the 
self is incompetent and the world is a threatening and dangerous place. As a result of the 
individual’s interpretation and appraisal, he or she continues to react to the memory and 
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internal as well as external stimuli that trigger the memory with the same cognitive, 
affective and behavioral responses associated with the original trauma (Gonzalez-Prendes 
& Resko, 2012).  
 Emotional processing begins when the memory structure that underlies the fear is 
activated and confronted, which can be achieved through the process of exposure (e.g. in 
vivo, imaginal, virtual reality) and/or the construction of a trauma narrative (Foa & 
Kozak, 1986; Rauch & Foa, 2006). Once the fear structure is activated, clinicians must 
help individuals to access new information that contradicts the distorted or maladaptive 
information in order to modify the fear structure, such as what occurs during cognitive 
processing. This process engenders a more adaptive response to the traumatic memory, 
which in turn promotes symptom alleviation (Foa & Rothbaum, 1998). Emotional 
processing theory undergirds many trauma-focused interventions including TF-CBT and 
is evidenced in gradual and imaginal exposure techniques as well as the trauma narrative 
and processing components of treatment.    
Meaning Making Model  
 There are also theories of PTSD that more specifically focus on the meanings 
individuals attribute to their traumatic experience(s) and to their post-trauma self. 
Horowitz (1986) was an early pioneer in linking disruptions in meaningful symbolization 
and cognitive assimilation to the development of PTSD. He argues that individuals have a 
psychological need to integrate new information with existing cognitive schemas, but 
traumatic events often present information that is discrepant with pre-trauma schemas 
(Horowitz, 1986). Bourne and Oliver (1998) also write that trauma can produce a rupture 
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in the life narrative of individuals that can lead to a lack of coherence in life narratives. 
Park and colleagues (Park, 2008; Park, 2010; Park, 2013; Park, Edmondson, Fenster & 
Blank, 2008; Park & Folkman, 1997; Park, Mills & Edmondson, 2012) have introduced 
the meaning making model, which builds upon the work of Horowitz (1987) and others 
(e.g. Carver & Scheier, 1998; Dalgleish, 2004; Janoff-Bulman & Frieze, 1983; Watkins, 
2008), as well as draws from emotional processing theory and cognitive models of PTSD.  
 The meaning making model proposes that there are two levels of meaning: global 
and situational (Park & Folkman, 1997). Global meaning refers to individuals’ general 
orienting systems and includes beliefs, goals and subjective emotions. Global meaning is 
hypothesized to form early in life and then is continually modified based on experience. 
Global beliefs include general views on justice, control, predictability as well as views of 
the self (Janoff-Bulman, 1992; Leary & Tangney, 2003), while global goals include 
desired end states or states that an individual wants to maintain. These typically involve 
work, relationships, religion, knowledge and achievement (Emmons, 2003). Global 
subjective meaning implies feelings of meaningfulness, fulfillment and/or a sense of 
purpose, and is thought to develop from viewing one’s own actions as oriented towards a 
future goal (Park, 2010).  
 Park, Mills and Edmondson (2010) articulate how the meaning making model 
extends cognitive theories of PTSD, such as emotional processing theory, by adding 
consideration of goals. Specifically, the meaning making model argues that individuals’ 
meaning systems are comprised not only of central beliefs, but also of goals that direct 
and structure individuals’ lives (Park et al., 2010). Consequently, appraisals of the trauma 
that violate an individual’s beliefs can have adverse consequences, but so too can 
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appraisals that violate one’s life goals (Park et al., 2010). In effect, when events are 
appraised as violating what one wants, it can be distressing regardless of whether or not 
the traumatic event violated one’s beliefs about self, the world or others.  
 Situational meaning, the other key type of meaning within the model, refers to 
meaning in the context of a particular situation or environmental encounter (Park, 2010). 
In the context of trauma, situational meaning begins with the occurrence of the traumatic 
event and describes an ongoing set of processes and outcomes that include several 
components, including the assignment of meaning to the event (appraised meaning), 
determination of discrepancies between appraised and global meaning, meaning making, 
meanings made, and adjustment to the event (Park, 2010).  
 Park (2010) notes that the appraised meaning of the event can include a variety of 
attributions and might contain determinations such as the extent to which the event was 
threatening and/or controllable, judgments regarding why the event occurred, and the 
implications of the event on one’s future. The appraised meaning of an event, sometimes 
referred to as implicit meaning (Thompson & Janigian, 1988), typically occurs 
immediately, but can be continuously revised throughout the meaning making process 
(Park, 2010). Park (2010) states that following the initial appraisal of the traumatic event, 
individuals must determine the extent to which their appraised meaning is congruent with 
their global meaning, including their beliefs, goals, and subjective meaning. Building off 
of the work of previous meaning making literature (e.g. Carver & Scheier, 1998; 
Dalgleish, 2004; Janoff-Bulman & Frieze, 1983; Watkins, 2008), the model further 
proposes that discrepancies between appraised and global meanings create distress, and 
the greater the discrepancy the greater the level of distress (Park, 2010).  
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 Once a determination of discrepancies has occurred, a meaning making process 
ensues that is engendered by an individual’s efforts to reduce the distress generated by 
the discrepancies between global and appraised meaning (Park, 2010). Therefore, 
meaning making involves changing the meaning of the event (appraised meaning) or 
changing one’s global beliefs and goals to improve the fit between appraised meaning 
and global meaning (Park, 2013). Four categorical schemes have been proposed to 
describe the meaning making process, and Park (2010) notes that these schemes are 
overlapping and not mutually exclusive. These schemes include: (1) automatic versus 
deliberate processes; (2) assimilation versus accommodation processes; (3) searching for 
comprehensibility versus searching for significance; and (4) cognitive versus emotional 
processing (Park, 2010). 
 The next component of the meaning making model is referred to as meanings 
made. This component of the model refers to the products of the meaning making process 
(Park, 2010). Specifically, products are the “…end results or changes derived from 
attempts to reduce discrepancies or violations between appraised and global meaning” 
(Park, 2010, p. 260). There are a plethora of possible products that can potentiate from 
this process, including the following: a feeling of having made sense of the event; 
acceptance of the event; reattributions and causal understanding; perceptions of growth or 
positive life change; changes in identity or integration of the stressful life event into 
identity; reappraised meaning of the stressor; changed global beliefs; changed global 
goals; and restored or changed meaning in life (Park, 2010).      
 Finally, the last step in the meaning making model is the meaning making and 
adjustment component. Park and Folkman (1997) posit that meaning making attempts 
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should lead to better adjustment only to the degree that an individual achieves meanings 
made. Essentially, the meaning making model proposes that reductions in distress are 
dependent on reductions in discrepancy. In this way attempts to make meaning are not 
necessarily associated with adjustment, and can instead indicate ongoing discrepancy and 
failed attempts at meanings made (Park, 2010). Until meaning making attempts result in 
some product that reduces the discrepancies (e.g. acceptance of the event, causal 
understanding, perceptions of growth, etc.), they may actually be positively associated 
with distress rather than adjustment. In fact, Park (2010) points out that meaning making 
attempts without some product can be described as a type of rumination that may be 
associated with an increase in distress.  
 The meaning making model assists in understanding the mechanisms of change 
leading to symptom reduction within the TF-CBT model. As the section on complex 
trauma explicated, traumatic exposure can often alter one’s assumptions about self, the 
world and others. While one aspect of the trauma narrative process is gradual exposure, 
another key component of this phase is identifying and resolving discrepancies between 
global and situational meanings through a meaning making process. The meaning making 
model provides a framework to understand how discrepant meanings, assumptions and 
cognitions can be resolved.   
Gender Interactional Model 
 The gender interactional model as proposed by Kimerling, Weitlauf, Iverson, 
Karpenko and Jain (2014) provides a framework with which to comprehensively 
conceptualize and study gender-based differences as they pertain to traumatic stress. As 
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such, this model serves as a conceptual and methodological framework for this project. 
Kimerling and colleagues (2014) note that initial investigations regarding gender-based 
differences in traumatic stress took a direct comparison approach that essentially 
developed a list of similarities and differences in terms of the prevalence, diagnosis, 
assessment, and treatment of traumatic stress. Although important in their own right, 
these investigations typically yield generalized conclusions concerning the differences 
observed, and have the potential to mute the similarities between males and females 
(Kimerling et al., 2014). As the field evolved the direct comparison approach was often 
improved upon by the use of control variables in an effort to rule out alternative 
hypotheses. Although these controlled comparison inquiries can describe gender-based 
differences with greater precision, they still lack explanatory power and the ability to 
fully understand differences observed (Kimerling et al., 2014). In fact, as Yoder and 
Kahn (2003) explain, “The vast majority of researchers documenting sex or gender 
differences seem to accept their description of differences as an explanation in and of 
itself” (p. 281).  
 What is missing from these examinations, argues both Kimerling and colleagues 
(2014) as well as Yoder and Kahn (2003), is consideration of social context. Social 
context as used herein is any element or factor in an individual’s social environment that 
can influence behavior (Nisbett & Ross, 1991). Yoder and Kahn (2003) argue that these 
elements and factors occur at all levels of the ecological system and may be expressed 
through direct or indirect exchanges. Furthermore, the various elements impact and are 
impacted by each other, and social behavior is thought to occur within these embedded 
layers of context (Yoder & Kahn, 2003). Importantly, both stress processes (Moos, 2003) 
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and gender occur within a social context, and gender differences therefore necessarily 
need to be investigated and interpreted within a social context (Yoder & Kahn, 2003). 
Following from this line of thought, Kimerling and colleagues (2014) propose the gender 
interactional model as a way to investigate gender differences with deeper consideration 
of the intersection of biological sex and social context.     
 The term sex represents biological characteristics of males and females, whereas 
gender indicates a more complex set of social and psychological constructs (Lott & 
Maluso, 1993). As such, gender can be viewed as an aspect of identity that is molded by 
cultural and environmental influences, schemas, and physiology (Krause, DeRosa, & 
Roth, 2002). Gender differences therefore, as opposed to sex differences are “best 
conceptualized as an interaction between sex-based biology and the individual’s social 
context” (Kimerling et al., 2014, p. 314). Approaching the issue from this perspective 
allows for intra- and inter-gender diversity and encourages an investigation of the 
conditions under which males and females differ whilst acknowledging that the factors 
that explain these differences may vary according to context and population (Kimerling et 
al., 2014). Additionally, a gender interactional approach that situates gender within social 
context allows for an appreciation of gender with other important factors, such as race 
and ethnicity, class, age, and so on (Yoder & Kahn, 2003). Consequently, as opposed to 
earlier conceptualizations and modes of inquiry, this gender interactional model 
welcomes the identification of mediation and moderation effects.  
 To summarize, the gender-based differences identified within the trauma literature 
are best understood as a result of the complex interplay of multiple factors and should be 
understood within their social context. This perspective enables a deeper understanding 
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of the reasons for any differences observed. Kimerling and colleagues (2014) note that 
when this model is adopted the question changes from how do men and women differ to 
under what conditions are gender differences observed and under what conditions do 
they disappear? (p. 314-315). Notably, a gendered perspective on trauma incorporates 
several different perspectives and enables various explanations (e.g. biological, 
psychological, etc.) to co-exist. Further, although many of the current explanations for the 
gender-based differences observed in the trauma literature approach the issue from 
disparate theoretical orientations, close examination reveals that they are not mutually 
exclusive.  
Summary 
This chapter explored the key theories undergirding this study. Trauma theory, 
developmental perspectives on trauma, and the literature on complex trauma together 
provide a comprehensive framework for understanding the development and maintenance 
of traumatic stress symptoms among children. CBT, emotional processing theory and the 
meaning making model were outlined as these theories explicate the primary mechanisms 
of change hypothesized to occur during TF-CBT. As such, they enable a means by which 
to analyze and explore symptom progression and in particular the trauma narrative 
component of treatment. Finally, the gender interactional model is layered on top of these 
theories and provides a framework with which to view gender-based differences as the 
intersection of biological and social context. This model enables a richer means by which 
to understand and investigate the complex interplay of the biological, psychological, 
cognitive and social factors that contribute to the gender-based differences observed in 
the literature. 
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Table 2.01 
Domains of Impairment in Children Exposed to Complex Trauma 
Attachment 
• Uncertainty about the reliability 
and predictability of the world
• Problems with boundaries
• Distrust and suspiciousness
• Social Isolation
• Interpersonal difficulties
• Difficulty attuning to other 
people’s emotional states
• Difficulty with perspective taking
• Difficulty enlisting other people 
as allies
Affect Regulation 
• Difficulty with emotional self-
regulation
• Difficulty with describing feelings
and internal experiences
• Problems knowing and describing 
internal states
• Difficulty communicating wishes
and desires
Self Concept 
• Lack of a continuous, predictable 
sense of self 
• Poor sense of separateness
• Disturbances of body image
• Low self-esteem
• Shame and guilt
Cognitive 
• Difficulties in attention regulation
and functioning
• Lack of sustained curiosity
• Problems with processing novel 
information
• Problems with focusing on and
completing tasks
• Problems with object constancy
• Difficulty planning and anticipating
• Problems understanding own
contribution to what happens to them
• Learning difficulties
• Problems with language 
development
• Problems with orientation in time 
and space 
• Acoustic and visual perception
problems
• Impaired comprehension of complex 
visual-spatial patterns
Dissociation 
• Alterations in states of consciousness
• Amnesia
• Depersonalization and derealization
• Two or more distinct states of 
consciousness, with impaired 
memory for state-based events
Behavioral Control 
• Poor modulation of impulses
• Self-destructive behavior
• Aggression against others
• Pathological self-soothing 
behaviors
• Sleep disturbances
• Eating  disorders
• Substance abuse
• Excessive compliance
• Oppositional behavior
• Difficulty understanding and
complying with rules
• Communication of traumatic 
past by reenactment 
Biology 
• Sensorimotor developmental
problems
• Hypersensitivity to physical
contact
• Analgesia
• Problems with coordination,
balance, body tone 
• Difficulties localizing skin 
contact
• Somatization
• Increased medical problems
across a wide span
           (Cook et al., 2003) 
Copyright © Sarah Ascienzo 2018 
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Chapter 3 
Review of Relevant Literature 
 This section provides a summary and analysis of the literature relevant to child 
traumatic stress, the progression of symptoms during trauma-focused treatment and the 
intersection of gender and trauma. The review begins by outlining the development of the 
study of psychological trauma and then discusses epidemiological data related to the 
prevalence of both trauma exposure and posttraumatic stress symptoms. Next, a summary 
of the literature pertaining to the range of possible traumatic stress responses is outlined 
followed by a discussion of the risk and protective factors associated with the 
development of traumatic stress symptomatology. Given that child traumatic stress 
studies emerged from the adult literature, findings from the adult literature are often 
presented in addition to findings concerning youth. 
 The next section of this review focuses on trauma-focused treatment and 
treatment response. After providing a brief overview of trauma-focused treatment, the 
major components of Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) are 
presented, followed by a summary of the empirical research on TF-CBT to date. Next, 
empirical studies that have investigated trauma narratives and their association with 
traumatic stress symptoms as well as studies that have evaluated specific components of 
TF-CBT are outlined.   
 The final section focuses on the trauma literature with regard to gender. 
Specifically, this section includes a synopsis of the gender-based differences illustrated in 
the epidemiological data, followed by a discussion of the variations found in the 
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psychological, cognitive, and biological responses of males and females when faced with 
traumatic stressors. Next, differences in gender roles and social context as they may 
impact traumatic stress reactions are explored followed by a summary of treatment 
outcome studies that have evaluated the impact of gender on treatment response. Finally, 
the research questions to be explored and their associated hypotheses are outlined. 
Development of the Field of Traumatic Stress Studies 
 The past three decades in particular have witnessed tremendous growth and 
development in the study of traumatic stress, but it has taken the field quite some time to 
reach this point. In fact, the evolution of understanding the connection between exposure 
to traumatic events, predominantly those of an interpersonal nature, and subsequent 
difficulties in multiple domains of functioning has been marked by periods of growth, 
stagnation, and even denial that are all best understood within their historical context to 
appreciate contributing social, political and cultural factors.  
 Although descriptions of trauma date back hundreds of years, the connection 
between trauma and mental health was first made in the late nineteenth Century by 
French physician Jean Martin Charcot during his work with women diagnosed with 
hysteria (Herman, 1992). Until this point, the focus of psychiatric work was on psychotic 
conditions, and the prevailing belief at the time was that these conditions resulted from 
disordered brains. In his work with hysteria at the French hospital Salpetriere, Charcot 
was the first to acknowledge and understand that the symptoms associated with the 
disorder were not merely physiological, but psychological in nature (Ringel & Brandell, 
2012).  
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 Pierre Janet and Sigmund Freud, both students of Charcot, continued with this 
work and independently came to the conclusion that hysteria was caused by 
psychological trauma and that an individual’s symptoms were related to their perceptions 
of the traumatic events (Chu, 2011; Ringel & Brandell, 2012). Through the process of 
psychoanalysis and particularly hypnosis, Freud’s work with female patients with 
hysteria often revealed histories of chronic sexual, emotional and physical abuse. This 
discovery subsequently led him and his collaborator Joseph Breuer to conclude that 
underlying cases of hysteria were instances of childhood maltreatment that contributed to 
psychological trauma, and manifested in the symptoms associated with hysteria (Herman, 
1992). Freud outlined his groundbreaking theory in The Aetiology of Hysteria.  However, 
these noteworthy assertions had critical social implications. If his theory were true he—
and society as a whole—would be “…forced to conclude that what he called “perverted 
acts against children” were endemic, not only among the Proletariat of Paris…but also 
among the respectable bourgeois families of Vienna…and this idea was simply 
unacceptable” (Herman, 1992, p. 14).  
 Unfortunately, in response to social and professional pressures, Freud repudiated 
his theory and altered the focus of his work. Freud’s retreat from these observations is 
most vividly illustrated in his last documented case of hysteria, the now well-known 
study of Dora. Rather than validating Dora’s feelings concerning her abuse, Freud instead 
concentrated on her feelings of erotic excitement, and in later writings referred to her as 
“one of the most repulsive hysterics he had ever met” (Deutsch, 1957 in Herman, 1992, 
p. 14). Freud went on to emphasize sexual repressions, desires, and conflicts rather than 
environmental conditions that contributed to symptoms for much of the rest of his career, 
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and ceased to explore the link between childhood interpersonal trauma and adult 
symptomatology. Due to Freud’s prominent influence within the field, this marked shift 
in focus had important implications not only for the study of trauma, but for the field of 
psychotherapy as a whole in that it moved away from exploration of the environmental 
conditions which can contribute to symptoms. Chu (2011), in discussing Freud’s 
disavowal of his theories, poignantly observes: “Thus was the foundation laid for 
professionals to dismiss the realities of their patients’ reports for generations” (p. 4). 
 Despite this shift in focus, the study of trauma did re-emerge several decades 
later, but for the majority of the twentieth century focused not on women or children with 
child maltreatment or interpersonal violence histories, but on male veterans. In World 
War I “shell shock” syndrome was observed in soldiers and described as uncontrollable 
weeping, memory loss, physical paralysis and a lack of responsiveness (Herman, 1992). 
The presence of an exaggerated startle response in soldiers returning from the War 
further contributed to a growing understanding of the physiological and psychological 
impact of trauma (Chu, 2011; Ringel & Brandel, 2012). Following the war, 
psychoanalyst Abram Kardiner began treating soldiers and observed reenactment of 
traumatic events, which led to his conceptualization of traumatic symptoms as a normal 
response to life-threatening events (Herman, 1992; Ringel & Brandell, 2012).  
 Following World War II, researchers and clinicians began to notice similarities in 
the symptomatology of combat veterans with those of concentration camp survivors, and 
psychoanalyst Henry Krystal observed that individuals suffering from trauma 
experienced emotional reactions, but were unable to interpret the meaning of those 
affective states (van der Kolk, Weisath, & van der Hart, 2007). However, it was not until 
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the Vietnam War that conceptualizations of psychological trauma began to resemble 
current models. During this time, the study of trauma rapidly increased due to the return 
of soldiers who exhibited concerning symptoms and often developed chronic problems 
such as alcohol abuse, partner violence, and an inability to function in everyday life. This 
led psychiatrists Lifton and Shafton to develop “rap groups” where veterans shared their 
stories and received support and validation from one another (Herman, 1992). Lifton and 
Shafton later identified 27 common symptoms of what had come to be called “traumatic 
neurosis”, and many of these symptoms were included in the diagnostic criteria for the 
first Posttraumatic Stress Disorder (PTSD) diagnosis (Ringel & Brandell, 2012).  
 A re-focus on women and trauma arose on the heels of the Vietnam War when the 
Women’s movement emerged, which brought to light the alarming prevalence of 
interpersonal violence and particularly sexual assault and domestic violence. Similar to 
“rap groups”, women’s consciousness-raising groups were formed where women shared 
their stories of interpersonal violence and oppression, but these groups also focused on 
advocacy and social change (Ringel & Brandell, 2012).  
 Although early physicians and psychoanalysts regularly acknowledged the role 
childhood experiences had on adult development, not much attention was devoted to 
children or the impact of child maltreatment until the mid-20th Century. Caffey, a 
radiologist, was the first to document physical abuse in a hospital setting when he cited 
subdural hematomas in infants who had atypical fractures of the limbs and ribs (Gil, 
1991). In 1962, building upon this work Kempe coined the phrase “battered child 
syndrome” to denote the collection of injuries sustained by a child as a result of physical 
abuse, and in doing so he succeeded in bringing the issue to national attention (Gil, 
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1991). By 1964 all states had mandatory child maltreatment reporting laws and the 1970s 
and 1980s saw an emergence of theory and intervention around child abuse, and child 
sexual abuse in particular (Briere, 1992). The development of theory and intervention 
was also greatly enhanced by the work of Lenore Terr, who worked with children 
involved in a school bus kidnaping in Chowchilla, California and observed the serious 
and debilitating symptoms that manifested in children following their abduction (Briere, 
1992; Gil, 1991).  
 With urging from mental health professionals and advocates for combat veterans, 
battered women, sexual assault victims, and abused children, the American Psychiatric 
Association (APA) included PTSD as a formal diagnosis in 1980 when the third edition 
of the Diagnostic and Statistical Manual of Mental Disorders (DSM) was published. 
Those who lobbied for the inclusion of PTSD in the DSM did so in an effort to place 
greater emphasis on the external traumatic events causing internal dysfunction (rather 
than internal dysfunction causing mental health symptoms), and with the aim of securing 
treatment options and reimbursement. In fact, the inclusion of the diagnosis in the DSM 
marks the first time a disorder stipulated that the etiological agent was outside the 
individual—in this case the traumatic event—rather than a reflection of an internal deficit 
(Ringel & Brandell, 2012). Although inclusion of the diagnosis was considered a success 
by many, there was—and continues to be—debate surrounding the appropriate diagnostic 
criteria for the disorder. In particular, van der Kolk and Courtois (2005) have argued that 
the criteria for the initial PTSD diagnosis were guided by a rather limited body of 
literature on “traumatic neurosis,” which was based primarily on work with combat 
veterans, and to a lesser extent Holocaust survivors and those who experienced natural 
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(e.g. earthquakes, hurricanes, etc.) and manmade (e.g. factory explosions and fires) 
disasters. The initial diagnosis, van der Kolk and Courtois (2005) argue, did not utilize 
the literature based on the experiences and symptoms of individuals exposed to child 
maltreatment, sexual assault or domestic violence. In fact, in establishing the diagnostic 
criteria for PTSD, literature regarding other proposed syndromes (e.g. “battered women’s 
syndrome”, “battered child syndrome”) was largely ignored, although these other 
syndromes considered the effect traumatic events often had on self-perception and 
interpersonal relationships to a greater extent than the “traumatic neurosis” literature 
(Courtois & Ford, 2009). Furthermore, in the DSM-III a traumatic event per Criterion A 
was defined as an event that was outside the range of usual human experience (American 
Psychological Association [APA], 1980). Many scholars criticized this categorization 
given that epidemiological studies estimated that 20% of women encountered sexual 
violence, making it far from unusual (Koss, Heise, & Russo, 1994). The aforementioned 
issues have contributed to ongoing concern that PTSD is formulated around a male 
model, an argument that is unsettling given that the PTSD construct has helped to guide 
development of trauma-focused treatments (Kimerling, Ouimette, & Wolfe, 2002).  
 This controversy notwithstanding, the introduction of PTSD as a diagnosis did 
succeed in igniting a period of sustained growth for the field. Since the 1980s the study of 
psychological trauma has grown exponentially, and research from the last several decades 
has yielded a deeper appreciation for the myriad of events that can potentially be 
traumatic, risk and protective factors that contribute to or shelter against the development 
of traumatic stress, and the wide range of traumatic stress responses individuals exhibit. 
This period of growth has also been witness to the development of many empirically 
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supported treatments for traumatic stress. In many ways, the introduction of PTSD to the 
DSM served as a “unifying construct” (Weathers & Keane, 2007, p. 107) that brought 
together those working with different populations (e.g. combat veteran, rape survivors, 
etc.) who until this point had worked largely in silos (Lasiuk & Hegadoren, 2006a).  
 In moving forward however, it remains important to remember that history is 
marked by a tendency to deny the prevalence of child maltreatment and interpersonal 
violence, as well as minimize the lasting and often harmful effects it has on the 
individual, family, and society. Chu (2011) comments that it can be “…challenging for 
any society to have the maturity to be able to acknowledge that it has permitted some of 
its most vulnerable members to be severely abused and as a result to become profoundly 
impaired” (p. 5). Further, while wars have often succeeded in forcing societal attention to 
the impact of violence and trauma, the manner in which society has intermittently and 
inconsistently recognized and denied the effects of child maltreatment and interpersonal 
violence, particularly against women, has important cultural implications; many scholars 
have pointed out the risks inherent to mislabeling social problems—such as violence 
against women and children—as individual disorders (Campbell, Ahrens, Sefl, Wasco,  
& Barnes, 2001). Judith Herman (1992) speaks to this eloquently when she writes in her 
introduction to Trauma and Recovery:  
 “The ordinary response to atrocities is to banish them from consciousness. 
 Certain violations of the social compact are too terrible to utter aloud: this is the 
 meaning of the word unspeakable. Atrocities, however, refuse to be buried. 
 Equally as powerful as the desire to deny atrocities is the conviction that denial 
 does not work…The conflict between the will to deny horrible events and the will 
 to proclaim them aloud is the central dialectic of psychological trauma” (p. 1) 
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Epidemiology of Trauma Exposure and Trauma-Related Symptoms  
 Since the inclusion of the PTSD diagnosis in the DSM, the diagnostic criteria for 
the disorder has become the most utilized means by which to measure the prevalence of 
traumatic stress-related responses, particularly within the United States. It is important to 
note however that there are other important traumatic stress responses not captured by the 
PTSD diagnosis, such as the phenomenon known as complex trauma, which are 
discussed in other sections of this proposal. Additionally, despite PTSD being the 
primary means by which to measure traumatic stress related symptoms within the 
population, the field has had evolving conceptualizations of what constitutes a traumatic 
event, traumatic stress symptoms, and PTSD. Although changing conceptualizations are 
to be expected particularly when a field is relatively young, and can even be a sign of 
progress, they can result in problems with operationalization, instrumentation, 
measurement and data collection that in turn can impact the quality and accuracy of the 
data (Hegadoren & Lasiuk, 2006). Consequently, it is important to place epidemiological 
findings within the context of the conceptual and operational definitions as well as the 
instrumentation, data collection and measurement techniques that were utilized when the 
studies were conducted as this can help to explain disparate findings (Norris & Slone, 
2014).  
 The earliest population prevalence assessments of PTSD resulted from the 
Epidemiologic Catchment Area (ECA) Study and estimated that there was a lifetime 
prevalence of PTSD at 1-2% of the population (Davidson, Hughes, Blazer, & George, 
1991; Helzer et al., 1987). Although these early studies only asked about traumatic stress-
related responses and did not inquire about the nature or frequency of trauma exposure, 
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findings from the first ECA nonetheless seemed to be supported when a subsequent study 
following the Mount St. Helens volcanic eruption reported a 2.6% prevalence of PTSD 
(Shore, Vollmer, & Tatum, 1989). However, future studies yielded much higher PTSD 
prevalence rates, and seemed to suggest that exposure to potentially traumatic events was 
much more common than originally thought. For example, results from the large scale 
Detroit Area Survey indicated that lifetime exposure to potentially traumatic events was 
approximately 39% while the rate of PTSD among those with prior exposure was nearly 
24%, thus yielding a lifetime prevalence rate of just over 9% (Breslau et al., 1991). The 
National Comorbidity Survey (NCS) conducted in the early 1990s subsequently found 
that 60.7% of men and 51.2% of women reported exposure to at least one potentially 
traumatic event during their lifetime with an estimated lifetime prevalence of PTSD at 
7.8% (Kessler et al., 1995). The NCS also revealed the high comorbidity of PTSD with 
other mental health disorders. Seventy-nine percent of women and 88% of men with 
lifetime prevalence of PTSD also met the diagnostic criteria for another lifetime 
psychiatric disorder (Kessler et al., 1995). The most common comorbid diagnoses for 
men included alcohol and/or substance abuse or dependence, major depressive episode, 
and conduct disorder while the most common comorbid diagnoses for women included 
major depressive episode, alcohol abuse or dependence, simple phobia and social phobia 
(Kessler et al., 1995).        
 Importantly, the aforementioned studies utilized the DSM-III or DSM-III-R 
criteria to define an event as traumatic, and the prevalence of trauma exposure increases 
when subsequent versions of the DSM are utilized (Kessler, 2000), with rates ranging 
from approximately 80 – 100 percent (Breslau et al., 1998; Breslau et al., 2009; 
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Kilpatrick et al., 2013; Norris & Slone, 2014). For instance, Breslau and colleagues 
(1998), when using DSM-IV criteria, found that 89.6% of all respondents reported 
exposure to at least one potentially traumatic event, and subsequent studies have found 
comparable rates. Findings from a comprehensive review of epidemiologic studies of 
trauma exposure and PTSD suggested that approximately 80% of individuals within the 
United States experience at least one potentially traumatic event in their lifetime (Breslau 
et al., 2009), while Norris and Slone (2007) estimated that by mid-life nearly all 
individuals will have been exposed to at least one potentially traumatic event. A recent 
study utilizing DSM-5 criteria found similar rates, and nearly 90% of participants 
endorsed having experienced at least one traumatic event per the DSM-5 stressor 
criterion (Kilpatrick et al., 2013). While some of the variation found between earlier and 
later studies is explained by the changing PTSD stressor criterion, there are also 
differences in assessment procedures that can help account for variations in findings 
(Kessler, 2000). For example, in some of the earlier studies (e.g. Davidson et al., 1991; 
Helzer et al., 1987) respondents had to verbally report their trauma exposure to the 
interviewer (e.g. tell the interviewer “I was sexually abused”), whereas in the more recent 
surveys participants often had to say “yes” or “no” in response to questions read by 
interviewers. Kessler (2000) suggests that these and other procedural changes (e.g. use of 
phone interviews) that promote emotional distance or anonymity may help to account for 
the higher levels of exposure reported in more recent studies.  
 In addition to illuminating higher rates of exposure to potentially traumatic 
events, recent studies have also revealed that a substantial portion of the population 
experiences multiple trauma exposures either through repeated exposure to the same type 
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of trauma, or via exposure to multiple types of traumatic events. For example, the NCS 
study (Kessler et al., 1995) found that 34% of males and 25% of females within their 
sample had experienced two or more potentially traumatic events, while Kilpatrick and 
colleagues (2013) found that individuals within their sample experienced a modal number 
of three trauma types. The ACE study also illuminated the large portion of the population 
that experiences multiple adverse events during childhood, and revealed that 13% of their 
sample had experienced four or more adverse childhood experiences (Felitti et al., 1998). 
 Although early estimates of PTSD prevalence were between 1-2% (e.g. Davidson 
et al., 1991; Helzer et al., 1987) lifetime prevalence rates of PTSD have been fairly 
consistent since the DSM-III-R (Norris & Slone, 2014) and have normally varied 
between 7-12% (Breslau et al., 1991; Breslau et al., 1998; Breslau, Wilcox, Storr, Lucia, 
& Anthony, 2004; Kessler et al., 1995; Kessler et al., 2008). Kessler (2000) additionally 
notes that rates at the higher end of the spectrum are typically observed in studies that 
include systematic assessments of trauma exposure and traumatic stress responses and 
thus may be more reliable. Despite the consistency in overall lifetime prevalence rates, 
the conditional risk of PTSD following exposure has been found to vary greatly 
depending on the type of trauma exposure (Kessler et al., 1995; Kessler, 2000; Norris & 
Slone, 2014). For instance, Resnick and colleagues (1993) found that 26% of women in 
their sample who were crime victims developed PTSD compared to 9% of women for 
other types of traumatic events. Findings from this and other studies (e.g. Breslau et al., 
1998; Breslau, 2009; Tolin & Foa, 2006) demonstrates the increased risk of PTSD 
following forms of assaultive violence (including military combat, rape, being held 
captive/tortured/kidnapped, shot/stabbed, sexual assault other than rape, being 
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mugged/held-up/threatened with a weapon, and being beat up). The Detroit Area Survey 
of Trauma mentioned earlier, for example, found that assaultive violence accounted for 
40% of all PTSD cases within the study (Breslau et al., 1998). Norris and Slone (2014) 
additionally note that combat, child physical abuse, neglect, child sexual abuse, and 
physical assault are also associated with a higher probability of lifetime PTSD, while 
natural disasters and accidents are associated with a lower probability of lifetime PTSD. 
Sexual violence has been associated with the highest conditional rates of PTSD. In fact, 
the NCS study found a conditional risk of PTSD following a life threatening accident to 
be 6.3% for males and 8.8% for females, while rape had the highest conditional risk, with 
65% of males and 45.9% of females developing PTSD following this type of exposure 
(Kessler et al., 1995).    
 Epidemiology in Child and Adolescent Populations. More recently 
epidemiological data for youth has emerged, and overall the prevalence of reported 
exposure to traumatic events is consistent with the lifetime prevalence reported by adults 
(de Vries & Olff, 2009; Roberts, Gilman, Breslau, Breslau, & Koenan, 2011). However, 
it is important to note that direct comparisons are difficult given the inherent temporal 
differences, reporting differences, and variations in samples, the types of trauma exposure 
experienced depending on age, definitions and methodologies (Fairbank, Putnam, & 
Harris, 2014).  
 The National Comorbidity Survey Replication-Adolescent Supplement (NCS-A) 
reported that among a sample of 6843 youth ages 13-17 nearly 60% reported having 
experienced at least one childhood adversity (including exposure to all forms of child 
maltreatment, parental loss, parental violence, parental substance misuse, parental mental 
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health disorder, parental criminality, and economic adversity) (McLaughlin et al., 2012). 
A longitudinal study of children in mostly rural parts of North Carolina yielded similar 
results and found that over 65% of youth reported having been exposed to at least one 
potentially traumatic event by the age of 16 (Copeland et al., 2007). Studies conducted in 
more urban areas have also found reported rates of trauma at or above 60%. For example, 
Hoven and colleagues (2002) reported that over 60% of New York City school students 
in grades 4-12 reported having experienced at least one potentially traumatic event prior 
to the World Trade Center terrorist attacks on September 11, 2001.  
 Studies among youth have also revealed staggering rates of polyvictimization. For 
example, while 60% of youth reported having experienced at least one adversity in the 
NCS-A study, over half (59.7%) of those youth reported experiencing multiple 
adversities (McLaughlin et al., 2012). Similarly, a national survey of youth ages 2-17 
found that 80% of youth endorsed having experienced at least one victimization within 
the past year, while 18% reported having experienced four or more different types of 
trauma within the past year (Finkelhor et al., 2007). Findings from this study also 
indicated that children who experienced one victimization had a 69% chance of 
experiencing a subsequent victimization within the same year (Finkelhor et al., 2005). 
Furthermore, the previously referenced North Carolina study conducted by Copeland and 
colleagues (2007) found that while 65% of youth endorsed one traumatic exposure, 37% 
reported exposure to two or more traumatic events. In the ACE study mentioned in 
chapter 1, 87% of participants who experienced one adverse childhood event had 
experienced two or more events (Dong et al., 2004). A study conducted by Briggs and 
colleagues (2013) using the NCTSN core dataset revealed that among a clinical sample of 
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youth referred for services, almost 80% reported experiencing at least one traumatic 
event, while 77% reported having experienced more than one, and 31% reported having 
experienced five or more types of trauma.  
 Although children are exposed to many different types of traumatic events, child 
maltreatment constitutes one broad category of traumatic exposure that has been found to 
have particularly detrimental short- and long-term consequences. In 2014, 702,000 cases 
of child abuse and/or neglect were substantiated in the United States, which translates 
into 9.4 per 1000 children (United States Department of Health and Human Services, 
[USDHHS], 2016). According to the definition utilized by the U.S. Department of Health 
and Human Serves, child maltreatment includes neglect as well as physical, emotional 
and/or sexual abuse. In 2014, approximately 75% of cases were substantiated for neglect, 
17% for physical abuse, 8% for sexual abuse and 6% for emotional abuse (USDHHS, 
2016). However, known cases of abuse are considered to be far below the actual 
incidence of abuse and neglect, and estimations are difficult given that studies assessing 
the prevalence of child maltreatment are typically measured by adult retrospective self-
report (Fairbank et al., 2014). Nevertheless, wave III of the National Longitudinal Study 
of Adolescent Health was completed by nearly 16,000 youth and included retrospective 
measures of child maltreatment. This study revealed that 41.5% of youth reported having 
experienced neglect related to inadequate supervision, 11.8% reported physical neglect, 
28.4% reported physical assault (defined as being “slapped, hit, or kicked” by a parent or 
other adult caregiver) and 4.5% reported contact sexual abuse (Hussey, Chang, & Kotch, 
2006). Similar to findings in the general child trauma literature, a substantial portion of 
these youth reported multiple instances of abuse. For example, of those that reported 
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physical assault 14.2% reported the frequency to be three or more times (Hussey et al., 
2006).  
 Despite fairly comparable rates of exposure among children and adults, children 
appear to develop PTSD following a traumatic event at higher rates than adults (Perry, 
2000). In fact, empirical studies suggest that traumatic experiences in childhood appear to 
“follow a chronic and unremitting course and can have even more detrimental effects on 
developmental trajectories than trauma occurring later in life” (Brown et al., 2014, p. 
333). For example, Alisic and colleagues (2014) completed a meta-analysis of studies 
consisting of children and adolescents and found an overall PTSD rate of 15.9%, 
although rates varied between studies from 0.7% (Kenardy, Spence, & Macleod, 2006) to 
55.2% (Pine et al., 2005). Notably, the Kenardy and colleagues (2006) study utilized a 
sample of Australian youth who were exposed to accidental injury, while the Pine and 
colleagues (2005) study included youth from the United States who were exposed to 
multiple types of child maltreatment. These variations are congruent with findings from 
the adult literature and suggest that child maltreatment and assaultive violence pose a 
higher conditional risk of PTSD compared to other types of trauma exposure trauma.  
 In conclusion, it appears that nearly all individuals will experience at least one 
traumatic event within their lifetime. However, despite these high levels of exposure, 
only a small—but notable—subset of individuals will go on to develop PTSD. 
Epidemiological studies suggest that the risk for PTSD following trauma exposure is 
higher for children in general, and in particular for youth who have experienced 
interpersonal violence and child maltreatment. Importantly, findings from child, 
adolescent and adult samples suggest that sexual violence carries the highest conditional 
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risk of PTSD regardless of age of exposure (Alisic et al., 2014; Breslau et al., 1998; 
Breslau, 2009; Kessler et al., 1995; Tolin & Foa, 2006).  
Impact of Traumatic Events: A Continuum of Responses 
 The term psychological trauma broadly refers to the impact of experiencing 
events that overwhelm an individual’s capacity to cope and can result in a range of 
immediate, short and long term consequences (Chu, 2011). Following exposure to 
trauma, it is normal for individuals to exhibit an initial and acute distress response, but it 
is important to note that for many this distress response resolves without the development 
of posttraumatic stress symptomatology (McFarlane & Yehuda, 2007). In fact, as the 
epidemiological data outlined above illustrates, while a very large portion of the 
population will experience a potentially traumatic event within their lifetime, a much 
smaller percentage of individuals will develop subsequent psychopathology necessitating 
intervention. For those who go on to develop posttraumatic stress responses, symptoms 
can include both primary and secondary responses (Chu, 2011). Primary responses 
include those symptoms congruent with PTSD, such as: generalized hyperarousal, 
difficulty modulating arousal, conditioned fear responses, dissociation, alterations in 
neurobiological processes involved in stimulus discrimination, and shattered meaning 
propositions, such as a loss of trust, hope and sense of agency (van der Kolk, 2007). 
Secondary responses, on the other hand, are those responses that develop in an attempt to 
manage and adapt to primary responses, and include a range of responses that can 
potentiate at the somatic, emotional, cognitive, behavioral, and characterological levels of 
functioning (Chu, 2011; van der Kolk, 2007).  
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 It is not surprising then that although PTSD serves as the primary diagnostic 
construct for traumatic stress reactions, a plethora of studies have demonstrated a wide 
range of responses exhibited by trauma-exposed individuals including but not limited to 
PTSD (Cloitre, Stolbach, Herman, van der Kolk, Pynoos, Wang, & Pekova, 2009; 
D’Andrea et al., 2012; Jonkman, Verlinden, Bolle, Boer, & Lindauer, 2013). For these 
reasons, Herman (1992) has argued that it is most accurate to conceptualize traumatic 
stress responses on a continuum anchored at one end by acute stress responses that 
resolve without intervention, and on the other end by complex trauma presentations, with 
traditional conceptualizations of PTSD falling somewhere in the middle. Studies also 
suggest that multiple risk and protective factors, including pre-trauma and individual 
factors, event-specific factors, and post-trauma factors all interact in complex ways to 
shape each individual’s immediate, short and long-term responses (Briere, 2004; Keane 
et al., 2006). With this in mind, this section outlines the diagnostic criteria for PTSD, 
followed by a discussion of other adverse consequences of trauma exposure, including 
those associated with complex trauma responses. Finally, this portion of the literature 
review concludes by discussing the risk and protective factors associated with the 
development of PTSD and traumatic stress. 
Posttraumatic Stress Disorder (PTSD) 
 As noted earlier, when PTSD was initially included in the DSM there were 
concerns regarding the ability of the diagnostic criteria to account for the full range of 
posttraumatic stress reactions being observed, particularly with regard to victims of 
interpersonal violence and child maltreatment (Lasiuk & Hegadoren, 2006b). Although 
controversy regarding the diagnostic criteria has persisted throughout the evolution of the 
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disorder, much of the literature on posttraumatic stress reactions focuses on PTSD 
symptomatology and uses the construct as a means of reliable measurement with 
acknowledgement that no one diagnosis will ever be able to capture the wide range of 
possible posttraumatic stress reactions. As a result, it is important to outline the most 
recent diagnostic criteria of PTSD. However, it is also important to note that children do 
not have to meet criteria for PTSD in order to have a substantial distress response that 
necessitates treatment, and trauma-focused treatments are not intended to serve only 
those who meet full criteria for PTSD.  
 Beginning with the DSM-5, PTSD was included in a new category of disorders 
labeled Trauma- and Stressor-Related Disorders (American Psychiatric Association, 
[APA], 2013). This change was made in part due to concerns that PTSD and other stress-
related disorders (e.g. Acute Stress Disorder) were not accurately classified when 
included as anxiety disorders (Friedman, Resick, Bryant, & Brewin, 2011; Horowitz, 
Weiss, & Marmar, 1987). Symptoms of PTSD are now categorized around four symptom 
clusters: intrusive symptoms, avoidance of associated stimuli, negative alterations in 
cognition and/or mood and alterations in arousal and reactivity. Clinicians are also asked 
to specify whether dissociative symptoms (depersonalization or derealization) are present 
or if there was delayed onset of symptoms (APA, 2013).  
 Criterion A: Stressor Criterion. In large part because the traumatic event is the 
primary etiological agent for traumatic stress reactions and mandatory for the PTSD 
diagnosis, there has been substantial debate surrounding what demarcates a traumatic 
event from an unwanted or stressful event during the various iterations of the diagnosis 
(Breslau & Davis, 1987; Davidson & Foa, 1991; Kilpatrick et al., 1998; Weathers & 
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Keane, 2007). As Weathers and Keane (2007) note, potentially traumatic events can vary 
greatly with regard to magnitude, complexity, frequency, duration, predictability and 
controllability, making it challenging to create discrete boundaries delineating what is 
and is not traumatic. Additionally, it is the individual’s emotional responses and 
subjective appraisal of the event that also inform this determination, both of which are 
influenced by those factors mentioned above as well as a variety of individual and socio-
cultural factors such as beliefs, norms and expectations (Briere, 2004; Weather & Keane, 
2007). Taken as a whole, these various factors have proven it difficult to reach an agreed 
upon definition of a traumatic event and have resulted in an evolution of Criterion A, the 
stressor criterion for PTSD. In the most recent revision to the criterion, the definition of 
qualifying traumatic events was narrowed and no longer includes the unexpected death of 
a family or close friend due to natural causes (APA, 2013). Furthermore, in the DSM-IV-
TR there was a requirement that the individual’s response to the traumatic event needed 
to involve “intense fear, hopelessness, or horror” (APA, 2000, p. 467), and this 
qualification was removed in the fifth edition, although research suggests it has not 
improved diagnostic accuracy (Friedman et al., 2011). Today, the DSM-5 defines 
traumatic exposure as “exposure to actual or threatened death, serious injury, or sexual 
violence” that can be experienced directly, by witnessing, through learning that the 
traumatic event(s) occurred to a close family member or close friend, or via repeated or 
extreme indirect exposure (APA, 2013, p. 271).  
 Criterion B: Intrusive Symptoms. Historically intrusive symptoms have been 
thought of as fundamental elements of posttraumatic stress, for as Hegadoren, Lasiuk and 
Coupland (2006) remark, “Intrusion is the imprinting of trauma on the mind and body” 
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(p. 168). For a current diagnosis of PTSD, one of the following intrusive symptoms are 
necessary: intrusive and distressing memories, recurrent and distressing dreams, 
dissociative reactions in which the individual feels as if the traumatic event were 
recurring, intense or prolonged psychological distress at exposure to reminders of the 
event(s), and/or physiological reactions to reminders of the events(s) (APA, 2013). 
 Criterion C: Avoidance. Whereas intrusive and particularly re-experiencing 
symptoms are considered hallmark symptoms of PTSD, avoidance responses are often 
thought to develop in an effort to manage intrusive symptoms and their associated intense 
thoughts and emotions (Cahill & Foa, 2007). It is also important to note that one of the 
major changes to the diagnostic criteria in the DSM-5 was to separate the avoidance and 
numbing cluster (Criterion C in the DSM-IV-TR) into two symptoms clusters: avoidance 
(Criterion C) and negative alterations in cognition and mood (Criterion D). This 
evolution from a three factor to four factor model occurred in part based on confirmatory 
factor analysis studies that supported the separation of the avoidance and numbing cluster 
(e.g., see Yufik & Simms, 2010 for a review). This change results in a requirement of at 
least one avoidance symptom (avoidance of distressing thoughts, feelings and/or 
memories; avoidance of external reminders of the event) for a PTSD diagnosis.  
 Criterion D: Negative Alterations in Cognition and Mood. As mentioned, this 
symptom cluster is a new addition to the DSM-5 based on the aforementioned research 
supporting a four factor model. Currently, a diagnosis of PTSD necessitates at least two 
of the following: inability to remember important parts of the event, persistent or 
exaggerated negative beliefs about oneself, others, or the world, distorted cognitions 
about the cause or consequences of the traumatic event; persistent negative emotional 
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state; diminished interest in activities; feelings of detachment or estrangement; inability 
to experience positive emotions (APA, 2013). 
 Criterion E: Marked Alterations in Arousal and Reactivity. Herman (1992) 
contends that hyperarousal is the “first cardinal symptom of post-traumatic stress 
disorder” (p. 35). The presence of exaggerated startle responses, hypervigilance, and 
sleep disturbances were observed in many World War I veterans and helped to inform 
early conceptualizations of the “shell shock” syndrome as well as provided an 
appreciation for the physiological effects of trauma exposure (Herman, 1992). In fact, 
several of the early pioneers of the field wrote about the hyperarousal observed in 
veterans and associated this with chronic arousal of the autonomic nervous system, and in 
particular the sympathetic nervous system (Herman, 1992). Today, the DSM requires at 
least two symptoms of alterations in arousal and reactivity for a diagnosis of PTSD, 
which can include any of the following: irritable behavior and/or angry outbursts; 
reckless or self-destructive behavior; hypervigilance; exaggerated startle response; 
problems with concentration; and/or sleep disturbances (APA, 2013).  
 Additionally, there is a Criterion F that stipulates the duration of disturbance in 
criteria B, C, D, and E is more than one month, as well as a Criterion G, which explicates 
that the disturbance causes distress or impairment in functioning. Finally, Criterion H 
mandates that the disturbance is not attributable to the effects of substance use. The most 
recent edition of the diagnostic manual also added modified criteria for preschool-aged 
children (ages six and under). The adapted criteria mostly retains the adult criteria, with 
developmental modifications for irritable/aggressive behavior (marked alterations in 
cognition and mood) to include tantrums. Additionally, the re-experiencing symptom of 
63 
 
recurrent, involuntary, and intrusive distressing memories of the traumatic event(s) was 
broadened to include emotional reactions other than distress (APA, 2013). 
Complex Trauma and Traumatic Stress Responses that Extend Outside PTSD 
 Simple trauma, also called Type I trauma, signifies exposure to one type of 
traumatic event that leads to symptoms commonly associated with PTSD (Jonkman et al., 
2013). However, for decades scholars, researchers and practitioners have pointed out that 
individuals who experience chronic interpersonal trauma that begins in childhood often 
present with a much different profile from those who experience type 1 trauma, and 
particularly from those who experience exposure to traumatic stressors that begin in 
adulthood. Several decades ago Herman (1992) began recognizing the diverse set of 
symptoms associated with interpersonal trauma and introduced the term complex PTSD 
in an effort to differentiate the unique impact of childhood maltreatment and 
interpersonal violence from single incident trauma. Herman (1992), in working with 
women diagnosed with borderline personality disorder (BPD), realized the profound 
impact childhood experiences of abuse often had on an individual’s personality structure 
and adult functioning. Just as Freud—nearly a century prior—discovered symptoms of 
hysteria seemed to have resulted from chronic child maltreatment, Herman found that 
women diagnosed with BPD often had complex histories of interpersonal violence which 
significantly impacted their personality development, interpersonal skills, and ability to 
modulate affective states (Herman, 1992; Ringel & Brandell, 2012).  
 The literature continues to find that the construct of complex PTSD or complex 
trauma as it is often now referred has validity and important implications for treatment 
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(van der Kolk & Courtois, 2005). Studies have shown that exposure to maltreatment and 
interpersonal trauma in childhood leads to outcomes that are not only more severe than 
the sequelae of single incident trauma, but different in their tendency to affect multiple 
affective and interpersonal domains (Cloitre et al., 2009). Research has also helped to 
illustrate that as the number of trauma types increases, so too does the complexity and 
breadth of symptoms (Briere, Kaltman, & Green, 2008; Hodges et al., 2013; van der 
Kolk, Roth, Pelcovitz, Sunday & Spinazzola, 2005). Consequently, the symptoms 
associated with more complex traumatic stress reactions often span across numerous 
diagnoses, which may or may not include PTSD (D’Andrea et al., 2012; Jonkman et al., 
2013; Spinazzola et. al., 2003). In fact, in studies utilizing community samples of adults 
exposed to multiple types of interpersonal trauma, PTSD is most often found to be co-
morbid with other diagnoses, such as depressive disorders, anxiety disorders, eating 
disorders, BPD, and substance misuse disorders (Chu, 2011; McFarlane & Yehuda, 2007; 
van der Kolk, 2007). 
 Among children, Falmularo, Fenton, Kinscherff and Augustyn (1996) found that 
children who developed PTSD were actually more likely to develop concurrent mental 
health disorders. Other studies have found that children with chronic interpersonal trauma 
present with higher levels of internalizing (Greeson et al., 2011; Manly, Kim, Rogosch, & 
Cicchetti, 2001) and externalizing problems (Pears, Kim, & Fisher, 2008), and typically 
exhibit symptoms of anxiety (Alisic, Jongmans, van Wesel, & Kleber, 2011; Greeson et 
al., 2011), aggression (Ozcol, Zucker, & Spinazzola, 2011), interpersonal problems (Kim 
& Cicchetti, 2003), and depression (Alisic et al., 2011; Greeson et al., 2011). 
Furthermore, concurrent psychiatric diagnoses that are commonly found in children and 
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adolescents with chronic interpersonal trauma exposure include PTSD, depressive 
disorders, attention deficit hyperactivity disorder (ADHD), oppositional defiant disorder 
(ODD), conduct disorder, generalized anxiety disorder, separation anxiety disorder, and 
reactive attachment disorder (Cook et al., 2003).  
 Notably, self-regulatory difficulties are one of the most predominant effects of 
complex trauma in both adults and children (van der Kolk, 2007). Van der Kolk, Roth, 
Pelcovitz, and Mandel (1996) posit that the younger the age of trauma exposure and the 
longer the duration, the more likely people are to have difficulties with emotional 
regulation. Furthermore, deficits in self-regulatory capacities can manifest in a variety of 
ways, such as attentional problems, interpersonal problems, a loss of impulse control, 
uncontrollable feelings of anger or sadness, and/or an inability to focus on appropriate 
stimuli (van der Kolk, 2007). Individuals also typically employ a myriad of strategies to 
manage affect regulation difficulties, and these strategies can often become maladaptive, 
secondary consequences of exposure. For example, younger children may develop 
externalizing behavior problems when they are unable to modulate their affect (Dvir, 
Ford, Hill, & Frazier, 2014). Additionally, self-harming behavior is associated with 
difficulties with emotion regulation, as is alcohol and substance misuse, bingeing and 
other eating problems, and high-risk sexual practices (Briere & Runtz, 1988; Browne & 
Finkelhor, 1986).    
 Complex trauma exposure can also negatively impact one’s beliefs about self and 
the world above and beyond what is captured by Criterion D (negative alterations of 
cognition and mood) of the current PTSD diagnosis. The shattered assumptions theory 
(Janoff-Bulman, 1989; 1992) emphasizes the role of an individual’s worldview in 
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traumatic stress responses. According to the theory, individuals develop worldviews, 
which are assumptions about the world, others and themselves, and these worldviews 
enable healthy functioning. Three fundamental assumptions involve beliefs that (1) the 
world is meaningful and comprehensible; (2) the world is just, benevolent and 
predictable, and (3) the self is worthy and competent (Janoff-Bulman, 1989; Janoff-
Bulman, 1992). The function of the worldview is to provide individuals with meaning 
and self-concept. According to the shattered assumptions theory, when individuals 
experience traumatic events, and particularly when they experience trauma at the hands 
of someone they trust, love and/or depend on for survival, these worldviews can become 
shattered, leading to traumatic stress symptoms and a weakened sense of self (Janoff-
Bulman, 1989).  
 Given the negative impact of traumatic events on one’s beliefs about the self, 
world, and others, it is not surprising that individuals who have experienced interpersonal 
trauma also present with self-concept and characterological difficulties. In fact, these 
types of problems can sometimes help to differentiate simple trauma presentations from 
complex trauma presentations (van der Kolk, Hostetler, Herron, & Fisler, 1994; Zanarini, 
Ruser, Frankenburg, & Hennen, 2000). Complex trauma is associated with BPD in 
particular, and multiple studies have revealed rates of childhood trauma exposure in 
adolescents and adults diagnosed with BPD that range from 60-75% (Herman & van der 
Kolk, 1987; Ludolph et al., 1990; Ogata et al., 1990). As Chu (2011) points out, in these 
cases it is not the trauma exposure itself that causes the BPD, but rather the failure of the 
child’s caregivers to provide safety and stability that leads to disruptions in attachment 
and self-regulatory capacities, which in turn can deleteriously impact characterological 
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development. Disruptions in characterological development can then contribute to BPD 
and other personality and interpersonal issues. 
 Dissociative symptomatology is also considered a hallmark of complex trauma 
reactions, although dissociation can also occur in response to single incident trauma 
(Chu, 2011) and is included as part of the PTSD diagnosis. Chu and Dill (1990) found 
that nearly 25 percent of a group of women admitted to a hospital with reported 
childhood trauma histories exhibited dissociative symptoms consistent with a PTSD 
diagnosis, while six percent displayed levels of dissociation consistent with dissociative 
identity disorder. Studies have further revealed that when children experience childhood 
maltreatment they have a greater tendency to utilize dissociative responses to manage 
their experiences (Dalenberg & Palesh, 2004; Putnam, 1997), and event-specific factors 
such as age of onset, severity, chronicity, and interfamilial involvement all are associated 
with the development of more severe dissociative symptoms (Chu, 2011; Chu & Dill, 
1990). Chu (2011) also notes that children who experience child maltreatment tend to 
develop higher levels of dissociative responses because they have “a greater innate 
dissociative capacity as well as less capacity to tolerate stress” (p. 61). Moreover, very 
young children are often unable to employ fight or flee responses given their 
developmental limitations and dependency on adults. Consequently, these children often 
rely on freeze responses when faced with danger, which in turn may contribute to their 
tendency to exhibit either partial or full amnesia following the traumatic events (Brown, 
Scheflin, & Whitfield, 1999).    
 Experiences of traumatic events in childhood are also associated with deficits in 
cognitive and intellectual functioning. For example, Delaney-Black and colleagues 
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(2002) found prior exposure to violence was associated with lower IQ and reading 
achievement in a sample of six year old children. There is also literature illustrating that 
children who have experienced chronic child maltreatment have higher levels of impaired 
cognitive functioning compared to children without experiences of child maltreatment 
(Egeland, Sroufe, & Erikson, 1983); delays in expressive and receptive language 
development (Allen & Oliver, 1982; Shonk & Cicchetti, 2001; Veltman & Browne, 2001; 
Vondra, Barnett, & Cicchetti, 1990); higher levels of referrals for special education 
(Shonk & Cicchetti, 2001); poor academic performance (Shonk & Cicchetti, 2001; 
Veltman & Browne, 2001); deficits in executive functioning (Beers & De Billis, 2002); 
less creativity and flexibility in problem-solving tasks (Egeland et al., 1983); and are 
more likely to be rated as learning below average (Eckenrode, Laird, & Doris, 1993).    
 Importantly, traumatic stress impacts individuals in ways that cannot be captured 
by mental health diagnoses. For instance, the experience of traumatic events has been 
found to modify an individual’s vulnerability to subsequent traumatic events (Breslau, 
Peterson, & Schultz, 2008; McFarlane & Yehuda, 2007). Prior experiences of trauma and 
PTSD have been found to increase risk for future traumatic exposure, heighten 
susceptibility for posttraumatic stress, as well as increase symptom severity (Breslau, 
Chilcoat, Kessler, & Davis, 1999; Breslau et al., 2008). Van der Kolk (1989) argues that 
this may potentiate because traumatic events contribute to shifts in an individual’s 
perceptual sensitivities, and McFarlane and Yehuda (2007) discuss a kindling effect that 
occurs when trauma-exposed individuals encounter subsequent traumatic events. 
Specifically, individuals may develop a “biological memory” of the preceding traumatic 
events that increases their sensitivity to the acute distress response and renders them more 
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vulnerable to the development of traumatic stress in the face of additional exposure 
(McFarlane & Yehuda, 2007, p. 169). 
 Research has also illuminated how traumatic stress can adversely affect physical 
health. The Adverse Childhood Experiences (ACE) Study began as a collaboration 
between the Centers for Disease Control and Prevention (CDC) and Kaiser Permanente in 
San Diego, and findings from this study greatly increased public awareness concerning 
the association between experiences of adversity during childhood and subsequent 
physical and mental health problems. From 1995-1997 over 14,000 adult Kaiser 
Permanente patients were recruited and followed in order to assess long term health 
outcomes associated with various adverse childhood experiences, including 
psychological, physical or sexual abuse, witnessing domestic violence, living with 
someone who had chronic mental illness or substance abuse and having a family member 
who was imprisoned. Subsequent versions of the survey also inquired about the loss of a 
parent due to death or divorce, and neglect.  
 Initial and subsequent findings of the study illustrated that as the number of types 
of childhood adversity increased so too did risk for negative outcomes, especially for 
those experiencing four or more childhood adversities (Dong et al., 2004; Dube et al., 
2009; Felitti et al., 1998). Even more surprising than the initial findings was the stepwise 
manner in which risk increased with each additional adverse childhood event. This 
cumulative effect was demonstrated for a range of adult mental and emotional health 
outcomes including depression, suicide attempts, PTSD, and substance misuse, as well as 
physical health outcomes such as heart disease, lung cancer, liver disease, diabetes and 
even life expectancy (Dong et al., 2004; Dube et al., 2009; Felitti et al., 1998). Further, a 
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cumulative effect was also found for health risk factors such as obesity, smoking, sexual 
promiscuity, and lack of exercise (Anda et al., 2006). For example, when compared to 
individuals who reported no exposure to adverse childhood events, respondents who had 
experienced four or more types of childhood adversities had anywhere from a four to 
twelve-fold increased risk for alcoholism, substance abuse, depression and suicide 
attempts (Felitti et al., 1998). Based on findings from the study, a conceptual framework 
was developed to explain the mechanisms through which adverse childhood experiences 
are hypothesized to affect health outcomes. The framework illustrates that adverse 
childhood experiences lead to social, emotional and cognitive impairments which in turn 
contribute to the adoption of health-risk behaviors that can lead to disease, disability and 
social problems, and ultimately early death (Centers for Disease Control and Prevention, 
[CDC], 2016).    
Risk Factors for Traumatic Stress Symptomatology  
 Studies suggest that a myriad of risk factors interact in intricate ways to shape 
each individual’s response to traumatic events (Briere, 2004; Keane et al., 2006). 
Furthermore, traumatic stress responses are impacted not only by the interplay of the 
primary factors, including pre-trauma and individual factors and event-specific factors, 
but also by the intersection of various primary factors with secondary factors, such as 
exposure to trauma reminders, post-trauma family stability and access to resources 
(Pynoos, Steinberg, & Piacentini, 1999). The following section highlights the most 
salient risk factors as they relate to the impact of traumatic events and the development of 
traumatic stress symptomatology.  
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 Risk factors are those variables that are associated with an increased likelihood of 
negative health outcomes, such as the development of PTSD or heart disease (Vogt, 
King, & King, 2014). Risk factors are correlational, and do not indicate causation. With 
this in mind, it is important to note that studies have demonstrated certain groups of 
children appear to be particularly at risk for exposure to traumatic events. For example, 
Harris, Putnam and Fairbank (2006) found that children in out of home placement, youth 
involved in the juvenile justice system, and youth in residential treatment or hospitalized 
either due to mental health, behavioral or substance misuse problems were particularly at 
risk for trauma exposure. Prior trauma exposure also places individuals at greater risk of 
subsequent exposure. In particular, individuals who experience childhood trauma are at 
greater risk for revictimization and in particular interpersonal violence (Arata, 1999; 
Cloitre, Tardiff, Marzuk, Leon & Portera, 1996). Certain sociodemographic factors are 
also correlated with higher risk of trauma exposure among youth populations, although 
many of these factors appear to vary by population subgroup and type of traumatic event 
(Fairbank et al., 2014). For instance, Breslau and colleagues (2004) found that among 
males in their urban sample exposure to assaultive violence varied according to 
socioeconomic status and race/ethnicity. Family vulnerability factors have also been 
associated with higher risk of exposure to traumatic events. In a study conducted by 
Costello, Erkanli, Fairbank and Angold (2002), children with no family vulnerability 
factors (including parental psychopathology, family relationship problems, and family 
and community environment) had under a 12% chance of exposure, while those children 
with the highest level of vulnerability factors had almost a 60% chance of exposure.   
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 With regard to risk factors for posttraumatic stress symptomatology, the literature 
indicates that risk effects are often not uniform across studies. However, in general 
studies have revealed that the more adversity experienced by individuals by virtue of 
poverty, resource deficits, lack of social support and issues related to marginalization and 
oppression, the more vulnerable they are to developing traumatic stress following 
exposure (Lloyd & Turner, 2003; Ozer, Best, Lipsey, & Weiss, 2003). It is also important 
to note that many adversities and risk factors are interrelated rather than independent of 
one another, and this can make it difficult to tease apart the unique contributions of each 
factor to the post-trauma response (Brewin, Andrews, & Valentine, 2000; Vogt et al., 
2007). Furthermore, both a meta-analytic study of risk factors for PTSD among youth 
(Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012) and adults (Brewin et al., 
2000) found that pre-trauma factors tend to be less robust predictors compared to event-
specific and post-trauma factors.  
 These limitations notwithstanding, research suggests that three pre-trauma factors 
consistently heighten an individual’s susceptibility to developing PTSD. Specifically, a 
prior psychiatric history, childhood abuse history and/or family psychiatric history appear 
to reliably serve as pre-trauma risk factors for the development of PTSD regardless of the 
sample type, trauma type, study design or assessment measures utilized (Brewin et al., 
2000). Having a prior trauma history (or any type of exposure) is also another fairly well-
established risk factor for the development of posttraumatic stress following subsequent 
traumatic exposure (Breslau, 2009; Breslau et al., 1999; Brewin et al., 2000; Davidson et 
al., 1991; Ozer et al., 2003). Cognitive and intellectual functioning deficits have also been 
identified as risk factors. For example, studies have found lower intellectual functioning 
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(Brewin et al., 2000; Macklin et al., 1998) as well as and a tendency towards negative 
cognitive appraisals and cognitive distortions (Bryant & Guthrie, 2005) before the 
traumatic event all to be predictive of PTSD symptomatology.  
 Certain pre-existing demographical characteristics are also considered risk factors 
for the development of posttraumatic stress. Gender has repeatedly been identified as a 
risk factor in many studies, and the relationship between gender and posttraumatic stress 
will be discussed in greater detail in subsequent sections. Age of onset of the traumatic 
event(s) also appears to place individuals at higher risk of developing PTSD, but with 
variable results. In some studies younger ages (e.g. young children) were associated with 
more severe responses, and these findings are thought to potentiate because of the 
neurodevelopmental impact of exposure (Cox, Kenardy, & Hendrikz, 2008; Keane et al., 
2006; Kolko et al., 2010; Lieberman & Van Horn, 2011). However, in other studies older 
individuals presented with higher risk for posttraumatic stress, and these findings are 
attributed to the increased likelihood of cumulative exposures with age (Kessler et al., 
1995). Not surprisingly then, individuals in mid-life seem to be the least susceptible to 
posttraumatic stress (Koenen et al., 2002). 
 In several studies, minority status was found to be associated with higher levels of 
traumatic stress symptoms (Breslau et al., 1998; Brewin et al., 2000; Kessler et al., 1995), 
although there are some disparate findings and this relationship is not well understood. In 
a study of 35,000 adults in the United States, lifetime prevalence of PTSD was highest 
among African Americans despite Whites reporting the highest levels of exposure 
(Roberts et al., 2011). However, other studies have found Hispanics to be particularly 
vulnerable to developing PTSD compared to other ethnic groups (Pole, Best, Metzler, & 
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Marmar, 2005). A recent systematic literature review of 28 studies on racial and ethnic 
differences in PTSD within the United States found a higher rate of PTSD onset and 
severity, but not PTSD prevalence and persistence, among Latinos in the United States 
when compared to other racial and ethnic groups (Alcántara, Casement, & Lewis- 
Fernández, 2013). Nevertheless, researchers have found that race and ethnicity often 
interact and/or co-vary with other factors that may better account for the differences 
found. In fact, in the United States numerous studies have revealed that significant 
differences across racial and ethnic groups disappear after adjustments are made for other 
demographic and exposure factors (Breslau et al., 1998; Brewin et al., 2000; Kessler et 
al., 1995). For example, in a meta-analysis of studies assessing risk factors for PTSD, 
Brewin and colleagues (2000) found that race/ethnicity was not a significant predictor of 
the disorder among females, but it was among males.  
 Event-specific factors are also predictive of the development and severity of post-
trauma reactions. First, studies have revealed that the severity of the trauma predicts the 
likelihood of PTSD (Brewin et al., 2000; Cox et al., 2008; Trickey et al., 2012). Second, 
certain trauma types have demonstrated a higher conditional risk of PTSD. As outlined in 
the epidemiological section of this review, the literature suggests that interpersonal 
violence poses a greater risk of PTSD compared to other types of traumatic stressors 
(Breslau et al., 1998; Breslau, 2009; Resnick et al., 1993; Kessler et al., 1995; Tolin & 
Foa, 2006). Sexual violence in particular has consistently been associated with the 
highest risk of PTSD in multiple studies (Breslau et al., 1998; Kessler et al., 1995; Tolin 
& Foa, 2006; Trickey et al., 2012).  
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 More recently, attention has also been focused on better understanding the role 
that peri-traumatic responses and particularly peri-traumatic dissociation may play in the 
development of posttraumatic stress. This interest stems in part from studies that have 
found peri-traumatic dissociation (e.g. a state of limited or distorted awareness during 
traumatic event) to be predictive of and strongly associated with PTSD to a greater extent 
than the objective characteristics of the traumatic event (Brunner, Müller, Parzer, Resch, 
2001; Ozer et al., 2003; Trickey et al., 2012). In fact, researchers hypothesize that peri-
traumatic dissociation predicts poorer long-term outcomes because it inhibits the 
processing of information and memories that in turn contribute to the development of 
PTSD symptomatology (Ozer et al., 2003). For instance, a study of assault victims 
assessed the relationship between peri-traumatic dissociation and acute dissociation with 
subsequent PTSD. Findings indicate that peri-traumatic dissociation predicted the 
development of PTSD, and acute dissociation predicted the severity of PTSD symptoms 
(Halligan, Michael, Clark, & Ehlers, 2003).   
 Finally, several post-trauma factors have been identified as risk factors for the 
development of posttraumatic stress. Most notably, a lack of post-trauma social support 
has been associated with less favorable outcomes in two large-scale meta-analyses 
(Brewin et al., 2000; Ozer et al., 2003). Ozer and colleagues (2003) note that social 
support served as a stronger predictor of posttraumatic stress symptoms in studies where 
the traumatic event occurred more than 3 years prior, leading the authors to conclude that 
social support may operate as a type of secondary prevention against PTSD. Post-trauma 
stigmatization has similarly been correlated with poorer outcomes, and there is evidence 
to suggest that negative social responses place individuals at greater risk of developing 
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posttraumatic stress symptoms following exposure (Andrews, Brewin & Rose, 2003; 
Kimerling et al., 2014). Coping style, and in particular problem-focused coping, has also 
been identified as a determinant of PTSD in a study conducted by Perrin and colleagues 
(2014), while other studies have identified negative cognitive appraisal of the event and 
low levels of perceived control as potential risk factors. Specifically, feelings of 
helplessness and lower perceived control over post-trauma responses have been found to 
predict PTSD severity in some studies (Brewin & Holmes, 2003; Frazier, 2003), while 
negative cognitive appraisals have predicted PTSD in other studies (Dalgleish, Meiser-
Stedman, & Smith, 2005; Hitchcock, Ellis, Williamson, & Nixon, 2015). In fact, 
empirical studies suggest that the way in which an event is cognitively appraised is 
strongly associated with the development of PTSD (Dunmore, Clark, & Ehlers, 2001; 
Irish et al., 2011).  
 Among youth, the risk factors with regard to the development of PTSD and other 
traumatic stress reactions do not vary greatly from those observed in the adult literature, 
although the findings are less consistent (Harvey & Bryant, 1999; Meiser-Stedman, 
Dalgleish, Smith, Yule, Glucksman, 2007). The developmental and familial context of 
children also increases the risk associated with certain factors. For example, Pynoos and 
colleagues (1999) have suggested that for youth factors such as parental functioning and 
family stability may moderate the impact of traumatic events, trauma reminders and 
secondary stressors. Pynoos and colleagues (1999) also point out that child post-trauma 
reactions are influenced by the intersection of child intrinsic factors such as 
developmental stage, prior history of psychiatric problems, temperament and coping 
style; child extrinsic factors such as caregiver support, family functioning, and caregiver 
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stability; event specific factors such as the type of exposure as well as severity and 
frequency of exposure; and proximal reminders and secondary stressors.  
 In line with this reasoning, caregiver responses and levels of caregiver support 
have been strongly associated with children’s posttraumatic stress responses (Pine & 
Cohen, 2002; Trickey et al., 2012), as has parental mental health (Meiser-Stedman et al., 
2009; Pine & Cohen, 2002). Additionally, findings from a meta-analysis of risk factors 
for youth revealed that medium to large effect sizes were shown for subjective experience 
of the event (e.g. peri-traumatic fear and perceived life threat) and post-trauma variables 
(e.g. social support, family functioning) whereas pre-trauma variables and more objective 
measures of the event were associated with smaller effect sizes (Trickey et al., 2012).     
Protective Factors and Resiliency 
 The absence of the risk factors highlighted above can serve as protective factors 
against the development of posttraumatic stress. For example, while a lack of social 
support has been associated with higher levels of posttraumatic stress symptoms, the 
presence of social support can also serve as a protective factor that buffers against the 
development of posttraumatic stress (Brewin et al., 2000; Trickey et al., 2012). Resilience 
is a related, but distinct concept that has gained increasing attention in the field of 
traumatic stress. Resiliency can be defined in a myriad of ways and has been 
conceptualized as a trait, a process and an outcome (Bonanno, Romero, & Klein, 2015). 
Within the trauma literature resiliency is not demarcated by the mere the absence of 
psychopathology, but instead generally indicates a stable trajectory of healthy functioning 
following adversity (Bonanno, 2004).   
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 Although in its relative infancy, the evolution of research on resilience has 
included four broad phases (Masten, 2011). Initially, the field focused on the 
measurement and definitions of resilience, and in particular worked to identify those 
factors associated with positive outcomes (Bonanno & Diminich, 2012), Next, the focus 
shifted to understanding the processes that seemed to lead to resilience, and findings 
revealed that there are multiple pathways to resilience and determinants may differ 
depending on context (Bonanno, 2004; Mancini & Bonanno, 2006). This line of inquiry 
also led to work on preventative interventions that may promote resilience, and finally 
resulted in a more integrative perspective from which to approach the issue (Bonanno & 
Diminich, 2012). Notably, just as risks factors occur at multiple levels of the system and 
at multiple points in time, recent research on resilience has revealed that it is also 
influenced by a myriad of factors that occur before, during and after adversity. Moreover, 
although the field is young and concepts continue to be modified based on emerging 
research, scholars appears to agree that resiliency needs to approached from multiple 
levels of analysis including genetic, epigenetic, developmental, demographic, cultural, 
economic and social (Southwick, Bonanno, Masten, Panter-Brick, & Yehuda, 2014).  
 Notably, certain individual factors have been associated with resilience. For 
example, hardiness, positive emotion, humor, and flexible coping styles have all been 
related to resilience following adverse experiences (Bonanno, 2004; Galatzer-Levy, 
Burton, & Bonanno, 2012). Several childhood protective factors have also consistently 
been associated with resiliency. Southwick and colleagues (2014) note that reliable 
determinants of resilience include the development of a secure attachment with a 
caregiver during childhood, emotional regulation skills, a future orientation, self-
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awareness and insight, and a “mastery motivation system that drives the individual to 
learn, grow and adapt to their environment” (p. 11).     
 In sum, this section underscores the importance of conceptualizing traumatic 
stress responses along a continuum anchored on one end with the acute distress response 
that resolves without intervention and on the other end with complex trauma 
presentations. The literature is clear that each individual’s response to a traumatic event is 
unique and occurs in response to the complex interplay of a myriad of pre-trauma, event-
specific and post-trauma risk and protective factors.  
Trauma-Focused Interventions and Treatment Response 
 In response to increased awareness concerning the adverse effects of trauma 
exposure, several empirically supported trauma-focused treatments for youth have been 
developed that draw upon mounting empirical research and theory related to child 
traumatic stress. Current trauma-focused interventions often assume a pragmatic 
approach in that they are oriented towards action with the end goal of ameliorating 
symptoms and increasing the client’s functioning without adherence to a singular theory. 
Stricker and Gold (2006) refer to this practice as psychotherapy integration, and outline 
four general types: theoretical integration, assimilative integration, common factors 
integration, and technical eclecticism. In line with this model, empirically supported 
treatments for trauma often draw upon multiple theories in an effort to develop the most 
effective intervention possible, and many appear to utilize an assimilative integration 
approach with allegiance to one overarching theory while incorporating techniques from 
other orientations (Stricker & Gold, 2006).  
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 At this point multiple meta-reviews have been conducted to assess the efficacy 
and effectiveness of trauma-focused treatments for children, and overall these studies 
suggest that several trauma-focused treatments reduce PTSD symptoms in youth 
compared to no controls, waitlist controls, or comparison group controls (de Arellano et 
al., 2014; Cary & McMillan, 2012; Gillies, Taylor, Gray, O’Brien, & D’Abrew, 2013; 
Leenarts et al., 2013; Rodenburg, Benjamin, de Roos, Meijer, & Stams, 2009; Sanchez-
Meca, Rosa-Alcazar, & Lopez-Soler, 2011; Silverman et al., 2008; Sloan, Feinstein, 
Gallagher, Beck & Keane, 2013). Notably, CBT-based treatments are some of the most 
well supported treatments to date (Silverman et al., 2008) and exposure-based CBT-based 
treatments are highly recommended for trauma-exposed youth (Foa, Keane, Friedman & 
Cohen, 2010).  
 Nevertheless, recognizing that many of these empirically supported treatments 
include similar content, the National Child Traumatic Stress Network (NCTSN) has 
developed a list of the core components of trauma-informed interventions. In addition to 
acknowledging the necessary front-end work that trauma treatment needs to include (e.g. 
systematic assessment, risk screening, case conceptualization, treatment planning, client 
engagement, etc.) as well as important monitoring and evaluative procedures (e.g. 
ongoing monitoring of functioning, evaluation of treatment effectiveness, etc.), these core 
components include the provision of psychoeducation, development of emotion 
regulation and coping skills, development of parenting skills and behavior management 
techniques, the construction of a trauma narrative, and enhancement of safety skills 
(NCTSN, n.d.). Although empirical studies to date have largely focused on symptom 
reduction from the baseline to the end of treatment, the trauma recovery process is 
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complex and dynamic, and a phase-oriented approach is currently recommended, 
particularly in cases of complex trauma (Courtois & Ford, 2009; Herman, 1992).  
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) 
 TF-CBT was originally developed by Cohen, Mannarino and Deblinger (2006) 
and is an intervention that is appropriate for children ages 3-17 who are experiencing 
difficulties related to their traumatic exposure. The intervention was originally developed 
for sexual abuse (e.g. Cohen & Mannarino, 1993; Deblinger & Heflin, 1996), but has 
been adapted for children exposed to a wide range of traumas, including those with 
multiple trauma types and complex trauma (Cohen, Mannarino, Kliethermes, & Murray, 
2012), as well as ongoing and/or continuous trauma (Cohen, Mannarino, & Murray, 
2011; Murray, Cohen, & Mannarino, 2013). The model specifically addresses symptoms 
of PTSD, depression and anxiety related to child traumatic stress; however, because child 
traumatic stress can affect children’s functioning in a variety of domains, TF-CBT was 
designed to address problems summarized by the CRAFTS acronym: Cognitive 
problems, Relationship problems, Affective problems, Family problems, Traumatic 
behavior problems and Somatic problems (Cohen et al., 2006). TF-CBT is based 
predominantly in cognitive behavioral theory and heavily draws upon emotional 
processing theory and meaning making theories, but in alignment with an assimilative 
integration approach (Stricker & Gold, 2006) the treatment also integrates elements of 
family systems theory, empowerment theory, developmental neurobiology, attachment 
theory, and a humanist perspective (Cohen et al., 2006). Additionally, the developers note 
that the core values of the model can also be summarized by the acronym CRAFTS: 
Components based, Respectful of cultural values, Adaptable and flexible, Family 
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focused, Therapeutic relationship is central, and Self-efficacy is emphasized (Cohen et 
al., 2006). 
 Components of TF-CBT. As noted, TF-CBT utilizes a phase-based approach 
that includes components summarized by the PRACTICE acronym: Psychoeducation and 
Parenting skills, Relaxation skills, Affective expression and modulation, Cognitive 
coping and processing I and II, Trauma narrative, In vivo mastery of trauma reminders, 
Conjoint child-parent sessions, and Enhancing safety and future development (Cohen et 
al., 2006). The individual components of TF-CBT are delineated below. 
 Psychoeducation and Parenting Skills. Psychoeducation is provided to both 
children and caregivers throughout the intervention and is considered a crucial part of 
treatment. In the initial sessions, psychoeducation includes an explanation and overview 
of the intervention and information about traumatic events and traumatic stress 
symptoms. As the intervention progresses psychoeducation is individualized to meet the 
needs of each family, and is utilized to teach children and their caregivers’ new coping 
skills, provide additional information relative to trauma and trauma-focused treatment, to 
assist in the development of safety plans, and to help both caregivers and children 
understand how each component fits into the overall treatment model. Caregivers also 
discuss any problematic and/or concerning symptoms and behaviors that their children 
might be exhibiting, are provided with information concerning supportive parenting 
skills, and are taught trauma-informed parenting skills. Similar to the psychoeducation 
component, parenting skills are introduced during initial sessions, but are incorporated 
and developed throughout treatment.  
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 Relaxation. This component teaches children and their caregivers’ skills to assist 
the child in developing adaptive ways to manage trauma-related symptoms. For example, 
children learn and practice focused breathing, progressive muscle relaxation and 
meditation activities to stimulate their parasympathetic nervous system. With practice, 
children can use these skills in response to overwhelming feelings, thoughts and 
sensations related to their traumatic experiences.    
 Affective Expression and Modulation. This phase focuses on feeling 
identification and expression. Children engage in a variety of developmentally-
appropriate activities to further develop their ability to identify emotions in themselves 
and others, and also learn about adaptive ways to express and manage their emotions. For 
example, during this component children may learn positive self-talk, positive imagery, 
and/or problem solving skills to better modulate affective states.  
 Cognitive Coping and Processing I. During this phase children learn about the 
relationship between thoughts, feelings and behaviors. Children work on identifying the 
difference between thoughts, feelings, and behaviors, and then learn about common 
faulty thinking patterns, and how changing thoughts can help to alter emotions and 
behaviors. Children also learn cognitive coping strategies to challenge inaccurate and/or 
unhelpful thoughts.   
 In general, the initial components of TF-CBT, often referred to as the PRAC 
skills, focus on creating stability through the development of coping skills to manage 
distressing emotional content, intrusive symptoms and hyperarousal, decrease symptoms 
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of avoidance, and address alterations in cognitions. The focus of the intervention then 
shifts to more directly discussing and processing the traumatic events.  
 Trauma Narrative. Whereas the PRAC skills are often viewed as helping youth 
to manage current symptoms, the trauma narrative, cognitive re-processing, in vivo 
mastery of trauma reminders and conjoint sessions are largely viewed as the processing 
components of TF-CBT, and are theorized to directly target the resolution of symptoms. 
In the trauma narrative component, children create a narrative of their traumatic 
exposure(s), and this component has two primary functions. First, in line with emotional 
processing theory it helps gradually desensitize the child to the traumatic content through 
imaginal exposure and second, it provides an opportunity for the child to identify his or 
her thoughts and feelings before, during and after the associated events (Cohen et al., 
2006). The identification of thoughts and feelings is crucial in helping the clinician to 
understand the child’s interpretation and appraisal of the traumatic events, and begin to 
identify any cognitive distortions that may be embedded in the narrative. Cognitive 
distortions vary greatly, but may involve dysfunctional cognitions about the trauma (e.g. I 
should have done more to stop the abuse, it’s my fault), the self (e.g. something is wrong 
with me, I am a bad person, I am not worthy of love), others (e.g. other people can’t be 
trusted, people hurt you), and the world (e.g. the world is unsafe and dangerous, the 
world is a bad place).  
 Cognitive Coping and Processing II.  During this component of TF-CBT, the 
faulty thoughts and appraisals that have begun to be identified during the trauma 
narrative phase are further clarified, intentionally targeted and challenged in a supportive 
manner that promotes re-appraisal. In accordance with emotional processing theory, it is 
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during the cognitive re-processing component of TF-CBT that the memory structure is 
activated and modified so that more adaptive responses can be engendered. This process 
is also intended to enable the youth the opportunity to integrate the traumatic experiences 
into their overall sense of self, so that they become a part of their life story rather than 
remaining dominant and distressing narratives (Cohen et al., 2006).  
 In Vivo Mastery of Trauma Reminders. The in vivo component of treatment 
serves as an additional tool in those instances where a child may be experiencing trauma 
reminders. In vivo exposure is a method of systematic desensitization where youth 
gradually confront external stimuli and/or situations that are triggering. In particular, this 
component assists youth in managing their anxiety and gradually working through their 
avoidance. For example, if a child is experiencing trauma reminders at school and thus is 
avoidant of attending school, the clinician in concert with the caregivers might develop a 
plan for the gradual desensitization of this fear.  
 Conjoint Child-Parent Sessions. Next, in conjoint sessions children are assisted 
with presenting their trauma narratives to their caregivers, and are supported in 
discussing their thoughts and feelings about the traumatic event. This component also 
provides an opportunity for caregivers to validate children’s thoughts and emotions, and 
reinforce healthy cognition developed during the cognitive coping and processing II 
phase. Importantly, this component allows for direct discussion of the events and can 
promote bonding and increased understanding between the child and caregiver.  
 Enhancing Future Safety and Development. Finally, the enhancing future safety 
and healthy development phase of treatment offers an opportunity for further integration 
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of the child’s traumatic experiences into their larger sense of self. Here, the focus shifts to 
the future and towards promoting healthy development in multiple domains of life. Any 
potential risks for re-victimization are also addressed and problem-solved to minimize 
risk.  
 Youth progress through the components of treatment sequentially; however, skills 
learned in earlier sessions are practiced and developed throughout treatment. For 
example, a child may practice relaxation activities during the trauma narrative component 
in order to manage avoidance and/or distressing thoughts and feelings that arise when 
discussing traumatic content. 
 Empirical Support for TF-CBT. TF-CBT is one of the most widely 
disseminated trauma-focused interventions (Cohen & Mannarino, 2008), and has multiple 
randomized controlled trials demonstrating its efficacy and effectiveness in reducing 
traumatic-stress related symptoms in children (Cohen & Mannarino, 1996a; Cohen & 
Mannarino, 1997; Cohen et al., 2004; Cohen et al., 2005; Cohen et al., 2011; Deblinger et 
al., 1996; Deblinger et al., 1999; Jaycox et al., 2010; Jensen et al., 2014; King et al., 
2000; O’Callaghan et al., 2013; Murray et al., 2015; Scheeringa et al., 2011). TF-CBT 
met criteria for well supported in a meta-analysis on psychosocial interventions for youth 
exposed to trauma, and the authors concluded that overall cognitive-behavioral 
approaches were associated with greater improvement in all outcomes (PTSD symptoms, 
depression, anxiety and behavior problems) compared to other approaches (Silverman et 
al., 2008). In a systematic review included in the Cochrane Database, Gillies and 
colleagues (2012) also found evidence that CBT approaches were associated with 
reductions in PTSD symptoms compared with waitlist controls, usual care and/or other 
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therapies. Notably, these reviews combined TF-CBT with other CBT approaches, which 
may have conflated the results. However, systematic reviews and meta-analyses that have 
isolated TF-CBT have found similar results. For example, a systematic literature review 
regarding trauma-focused interventions for child maltreatment concluded that TF-CBT 
had the most robust evidence when compared to other interventions (Leenarts et al., 
2013). Further, in a systematic literature review and meta-analysis of only TF-CBT 
studies, Cary and McMillan (2012) found that across all studies there was consistently a 
significant difference between TF-CBT and comparison groups in regards to the 
reduction of symptoms of PTSD, depression and behavior problems; further, PTSD 
symptom gains remained significant at 12 months post-treatment. Finally, de Arellano 
and colleagues (2014) conducted a review of all meta-analyses, individual studies and 
systematic literature reviews of TF-CBT from 1995-2013. On the basis of ten randomized 
controlled trials and six meta-reviews, the authors rated the evidence “high” concerning 
the intervention’s ability to reduce PTSD symptomatology.  
 TF-CBT has been found to decrease a wide-range of trauma-related problems 
including but not limited to PTSD symptoms. Specifically, when compared to other 
treatment modalities or wait-list controls, TF-CBT has been found to lead to 
improvement in symptoms of PTSD (Cohen & Mannarino, 1996; Cohen et al.,  2004; 
Cohen et al., 2011; Jaycox et al., 2010; Jensen et al., 2014; King et al., 2000; McMullen 
et al., 2013; Murray et al., 2015; O’Callaghan et al., 2013), depression (Cohen & 
Mannarino, 1998; Cohen et al., 2004; Deblinger et al., 1996; Jensen et al., 2014; King et 
al., 2000; O’Callaghan et al., 2013), anxiety (Cohen & Mannarino, 1998; Cohen et al., 
2011; O’Callaghan et al., 2013), behavior problems (Cohen & Mannarino, 1996; Cohen, 
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et al., 2004; Deblinger, et al., 1996; McMullen et al., 2013; O’Callaghan et al., 2013), 
sexualized behavior problems (Cohen & Mannarino, 1996a; Cohen & Mannarino, 1998), 
functional impairment (Murray et al., 2015) and social competence (Cohen & Mannarino, 
1998; McMullen et al., 2013; Murray et al., 2015; O’Callaghan et al., 2013). 
Furthermore, several studies have shown that symptom reduction is maintained at 
posttreatment follow up. For example, in a study contrasting TF-CBT with nondirective 
supportive therapy in a sample of children aged 3-7, TF-CBT was more effective in 
decreasing internalizing, externalizing, and PTS symptoms (Cohen & Mannarino, 1996a) 
and these improvements were sustained one year post-treatment (Cohen & Mannarino, 
1997). In a similar study with children aged 8-14, TF-CBT was found to be more 
effective than nondirective supportive therapy in decreasing symptoms of depression, 
PTSD and dissociation, as well as in decreasing PTSD symptoms and dissociation at a 12 
month follow up (Cohen et al., 2004; Cohen et al., 2005).  
 The intervention was initially developed for youth who had expressed child 
sexual abuse, but TF-CBT has been applied to a wide-variety of traumatic exposure. For 
instance, in a multisite outcome study consisting of 229 children aged 8-14, TF-CBT was 
found more effective than child-centered therapy in reducing depressive symptoms, 
anxiety, shame, negative abuse related cognitions, and behavioral symptoms (Cohen et 
al., 2004). Although sexual abuse was the index trauma for the entire sample, children 
included in the study were multiply traumatized and had experienced a mean of 3.6 
different types of trauma (Cohen et al., 2004). Cohen, Mannarino and Iyengar (2011) 
compared TF-CBT to treatment as usual in a community-based setting with children ages 
7-14 who were exposed to intimate partner violence and found TF-CBT superior in 
89 
 
decreasing PTSD and anxiety symptoms. Additionally, TF-CBT has demonstrated 
efficacy in samples of vulnerable and orphaned youth in Zambia (Murray et al., 2015), 
youth with complex trauma in the Democratic Republic of Congo (O’Callaghan et al., 
2013) and with minority youth (Weiner, Schneider, & Lyons, 2009) in the United States. 
 TF-CBT has shown efficacy and/or effectiveness in diverse settings including 
academic clinics (Cohen & Mannarino, 1996a), community-based outpatient settings 
(Cohen et al., 2004; Cohen et al., 2011), home-based settings (Salloum et al., 2015), and 
international settings including developed (Diehle, Opmeer, Boer, Mannarino, & 
Lindauer, 2015) and developing countries (O’Callaghan et al., 2013; Murray et al., 2013; 
Murray et al., 2015).  TF-CBT also has adaptations and considerations when working 
with youth who are experiencing complex trauma (Cohen, Mannarino, Kliethermes, & 
Murray, 2012) and ongoing and/or continuous trauma (Cohen, Mannarino, & Murray, 
2011; Murray, Cohen, & Mannarino, 2013), as well as cultural modifications for working 
with Latino populations (de Arellano & Danielson, 2005) and Native Americans (Foot & 
Schmidt, 2010).  The intervention has also shown effectiveness with young, pre-school 
aged children (Cohen & Mannarino, 1996a; Scheeringa et al., 2011) as well as with 
latency aged youth and adolescents (Craig & Sprang, 2014; King et al., 2000; Murray et 
al., 2015). 
 Taken as a whole, these studies suggest that TF-CBT has shown effectiveness in 
reducing symptoms of PTSD, depression, anxiety, and behavior problems among a wide 
age range of children who have experienced a variety of trauma types including child 
maltreatment and polyvictimization. As a result of TF-CBT’s wide usage and the 
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substantial body of literature speaking to its effectiveness, the intervention serves as a 
prime candidate for further investigating symptom progression.  
Symptom Progression during Treatment   
 There is an absence of research concerning the progression of symptoms during 
trauma-focused treatment and more specifically TF-CBT, as well as a paucity of 
empirical literature examining the impact of various components of phase-based trauma 
treatment on symptoms. Consequently, this section pulls from those studies that have 
attempted to examine the individual components of trauma-focused treatment.  
 Deblinger and colleagues (2011) conducted a study whereby they deconstructed 
TF-CBT to assess the relative effectiveness of particular components. Specifically, 
children ages 4-11 who had experienced sexual abuse were randomly assigned to four 
groups: either 8 or 16 sessions with or without the trauma narrative and processing 
components. Only those youth randomly assigned to the treatment narrative conditions 
created and subsequently processed the narrative and then shared it with their non-
offending caregiver (e.g. conjoint session). Thus, they completed the trauma narrative, 
cognitive processing and conjoint components of treatment whereas those assigned to the 
no trauma narrative condition did not complete these components. Interestingly, parents 
in the no trauma narrative group (8 or 16 session) reported higher levels of effective 
parenting practices, as well as rated their children as having fewer externalizing 
problems. Additionally, children who completed the trauma narrative reported less fear 
associated with thinking or talking about their traumatic experiences. Children assigned 
to the 8 session trauma narrative group also reported significantly less anxiety at 
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posttreatment compared to the 8 session no trauma narrative group. Furthermore, youth 
who received 16 sessions (with or without the trauma narrative) were rated as having 
fewer symptoms of re-experiencing and avoidance at posttreatment compared to those 
who received 8 sessions. Notably, however, the authors observed that the addition of 8 
more sessions only yielded a decrease in approximately one PTSD symptom, and all four 
groups exhibited statistically significant reductions in posttraumatic stress symptoms 
from baseline to the end of treatment (Deblinger, Mannarino, Cohen, Runyon, & Steer, 
2011).  
 In a somewhat similar study, Salloum and Overstreet (2012) evaluated the 
differential effects of Grief and Trauma Intervention (GTI) with coping skills and trauma 
narrative processing or with coping skills only among a group of children who 
experienced Hurricane Katrina. Consistent with the results of Deblinger et al.’s (2011) 
study, both children who did and did not complete the trauma narrative processing 
demonstrated significant improvement in posttraumatic stress symptoms, depression, 
traumatic grief, global distress and social support. The authors conclude that focusing on 
coping skills may be an effective intervention for youth; however, they note that more 
highly distressed youth may require both coping skills and the trauma narrative 
components of treatment (Salloum & Overstreet, 2012).  
Trauma Narrative and Processing  
 Many empirically-supported CBT-based trauma-focused treatments for youth 
include the construction and processing of a trauma narrative (Amaya-Jackson & 
DeRosa, 2007). Developing narratives of the traumatic events and exploring the 
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underlying thoughts and feelings associated with those events is considered a key 
component of trauma treatment (Amaya-Jackson & DeRosa, 2007). The creation of a 
trauma narrative serves many important functions. First, according to emotional 
processing theory, it is during these components of treatment that the pathological fear 
structure is activated and challenged (Foa & Kozak, 1986; Rauch & Foa, 2006). 
Specifically, this is the point in treatment when gradual exposure of the distressing 
content occurs most explicitly, and this form of exposure is theorized to aid in reducing 
trauma-related negative emotions (Cohen & Mannarino, 2008; Foa & Kozak, 1986). 
Second, the trauma narrative process is also the point within TF-CBT when dysfunctional 
cognitions are identified and challenged so that new appraisals can emerge (Cohen et al., 
2006). Finally, constructing a trauma narrative also helps youth create meaning from their 
negative life events (Deblinger et al., 2011), as well as encourages the integration of 
traumatic memories with other autobiographical memories so that the traumatic events 
become one part of an individual’s overall life narrative (Foa & Riggs, 1993). In short, 
these components are considered to be a key mechanism of change in the alleviation of 
trauma-related symptoms.  
 Nevertheless, overall research on trauma narratives, particularly within the child 
trauma literature, is lacking (Knutsen & Jensen, 2017; McKinnon et al., 2017). Trauma 
narratives have been examined within the context of treatment, but most of the research 
to date has focused on analyzing specific characteristics of the narrative structure (e.g., 
the organization, coherence/level of fragmentation, length, level of detail, presence of 
internal events such as thoughts and feelings, presence of external events such as 
dialogue and action, and sensory perception) and their association with posttraumatic 
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stress symptoms. Thus far, findings within the adult literature are mixed with regard to 
the association between narrative structure and posttraumatic stress symptoms. For 
instance, O’Kearney and Perrot (2006) conducted a review and meta-analysis of adult 
studies assessing trauma narratives and their association with PTSD symptoms and 
concluded that empirical findings on the association between narrative structure and 
PTSD are inconclusive. Within the child literature, studies investigating trauma narrative 
structure and the content of narratives is only just beginning to emerge. Nevertheless, the 
next section will focus on the child literature with regard to the trauma narrative process 
and in particular will emphasize those studies that have examined the association between 
trauma narration and posttraumatic stress symptoms, as well as those studies evaluating 
the trauma narrative process within a treatment setting.  
 Trauma Narration and Trauma-Related Symptoms. Only a few studies have 
examined the association between trauma narration and posttraumatic stress symptoms 
among youth. Following the terrorist attack on Utoya Island in Norway researchers 
interviewed and analyzed the narratives of 30 survivors and discovered that participants 
with high levels of posttraumatic stress symptoms described more external events (e.g. 
dialogue, actions) and fewer internal events (e.g. thoughts, feelings) in their narratives 
compared to those with low levels of symptoms (Filkukova, Jensen, Hafstad, Minde, & 
Dyb, 2016). Additionally, narratives containing fewer organized thoughts were associated 
with higher levels of posttraumatic stress symptoms, while no associations were found 
between symptoms and narrative fragmentation or length (Filkukova et al., 2016).  
 Using a sample of youth who experienced road traffic accidents or assaults 
resulting in emergency hospitalizations, Salmond and colleagues (2011) compared the 
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trauma narratives of those who met criteria for acute stress disorder (ASD) with those 
who did not. Additionally, researchers also compared the narratives of youths with ASD 
to comparative narratives they provided for unpleasant but not traumatic events. Youth 
who qualified for an ASD diagnosis had higher levels of disorganization in their trauma 
narratives compared to the narratives they provided of non-traumatic unpleasant events, 
as well as compared to the narratives of those without ASD. Furthermore, trauma 
narratives had higher levels of sensory content and lower levels of positive emotion 
compared to the unpleasant, non-traumatic narratives. Additionally, narrative 
disorganization and children’s cognitive appraisals of the trauma both predicted post-
trauma symptom severity.  
 Kenardy and colleagues (2007) investigated children’s trauma narrative themes 
and their relationship with current and future trauma symptoms. Specifically, children (N 
= 87) aged 7-15 who were exposed to a traumatic event causing physical injury requiring 
hospitalization provided a narrative 4-7 weeks post-trauma, and then were followed up 
with 6 months post-trauma. Narratives that exhibited temporal disorganization, but not 
evidence of dissociative or emotional amnesia, were associated with higher levels of 
PTSD symptoms at 4-7 weeks post-trauma. Furthermore, children who showed an 
absence of emotion in their narratives or at least one dissociative theme were more likely 
to report symptoms of hyperarousal 6 months post-trauma. Notably, the researchers 
found no evidence of differences in themes based on child age or gender.  
 Meanwhile O’Kearney, Speyer and Kenardy (2007) examined the narratives of 
youth in terms of cohesion, coherence, lexical complexity and three lexical categories 
(emotional, conceptual, and sensory/perceptual) and their association with PTSD 
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symptom clusters. Narratives characterized by fewer sensory or perceptual words, fewer 
references to impaired retrieval (e.g., don’t know, don’t remember), and the use of lexical 
markers associated with meaning making (e.g., because, so) were associated with higher 
levels of reported intrusive symptoms. The authors concluded that findings suggest that 
memory quality is associated with re-experiencing symptoms, and additionally posit that 
results illustrate the importance of creating a cohesive narrative of the traumatic event 
(O’Kearney et al., 2007).  
 In a prospective study, McKinnon and colleagues (2017) examined whether 
perceptions of trauma memories would predict posttraumatic stress symptoms above and 
beyond trauma narrative characteristics. Researchers analyzed the narratives of youth 
who had been hospitalized following an injury and utilized the coding scheme mentioned 
above that was developed by O’Kearney and colleagues (2007), and then assessed 
symptoms 3 months post-trauma. Perceptions of trauma memories were measured 
according to the sensory, fragmented and disorganized aspects of the traumatic memory. 
Findings revealed that the use of negative emotions and less temporal organization were 
associated with higher levels of acute stress symptoms. However, and in contrast to the 
findings of Salmond et al. (2011), analyses suggested that trauma memory characteristics, 
rather than trauma narrative characteristics, better explained the variance in posttraumatic 
stress symptoms three months post-trauma.  
 TF-CBT Studies with Trauma Narrative Research. Within the TF-CBT 
literature, three studies exist that have explored the trauma narratives of youth. Foster and 
Hagedorn (2014) analyzed the trauma narratives of 21 children who received TF-CBT 
towards the aim of better understanding children’s experiences of sexual abuse. Children 
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ranged in age from 6-17 and included 18 females and 3 males. Researchers began with 
data immersion and open coding, and then through consensus, agreed on preliminary 
codes. All narratives were then re-read using the agreed upon codes, and themes and 
subthemes were identified. Prior to completing the analysis, the researchers examined the 
narratives to determine whether the themes differed with regard to developmental stage 
(latency, preadolescent, and adolescent) and gender (male and female). With regard to 
developmental stage, the researchers note that the only variation appeared to be in length 
and in level of abstract thought, but no differences were identified with regard to themes. 
Additionally, no thematic differences were identified for males and females, although the 
authors note that the lack of male narratives included in the sample (n = 3) greatly limited 
their ability to assess for thematic differences. Overall, the researchers identified one 
meta-theme labeled Fear and Safety that pervaded all narratives. Specifically, narratives 
focused on fear in several different contexts—while the abuse was occurring, when 
considering whether to disclose, during the disclosure process, investigation, and court 
proceedings. With regard to safety, Foster and Hagedon (2014) note that the narratives 
included themes around needing to feel safe moving forward. They further observed that 
fear and a sense of safety were deeply intertwined in the narratives. While this study 
provides valuable information concerning themes embedded in the narratives of child 
sexual abuse survivors, it does not address the meaning making process that is 
hypothesized to occur during this stage of treatment.       
 More recently, Westerman, Cobham and McDermott (2017) conducted a 
qualitative study where they analyzed the narratives of 29 youth ages 8-17 who received 
TF-CBT after experiencing a natural disaster. The first author developed a coding system 
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based on three concepts—coherence, elaboration, and evaluation—to identify changes in 
the narratives as they were told and retold during therapeutic sessions. The coding system 
links concepts under the three key categories and examines lexical information (e.g. word 
usage) as well as semantic information (e.g. content and context). The authors conclude 
that initially the narratives were told hesitantly, with low amounts of information and 
higher levels of distress, but as the process evolved, the distress decreased, details were 
added and the coherence of the story increased. However, they also point out that 
elaboration did not increase throughout, but rather there was a pattern of compression and 
an overall global coherence. Westerman and colleagues (2017) also note that in many 
narratives the affect of the child transitioned from being flat or disengaged to more varied 
at the end of the process. Interestingly, approximately a third of the narratives showed a 
peak with regard to content suggesting a positive sense of self at some point during the 
narrative, whereas a third were consistent throughout, and the remaining third showed a 
gradual increase in a positive sense of self with the highest levels at the end of the 
narrative. Based on their results, the researchers concluded that “…narratives within this 
clinical intervention do have the potential to yield important information about change 
processes for clinicians” (Westerman et al., 2017, p. 231).  
 Lastly, among a sample of youth ages 10-17 who received TF-CBT, Knutsen and 
Jensen (2017) explored changes in the trauma narratives of youth and their association 
with changes in posttraumatic stress symptoms. Based on data from a previous 
randomized effectiveness trial (e.g. Jensen et al., 2014), the researchers purposefully 
sampled 12 non-treatment responders (defined as a reduction in posttraumatic stress 
symptoms <1/2 standard deviation from pre-treatment mean) and 12 maximum treatment 
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responders (those who showed the most improvement in posttraumatic stress symptoms 
during treatment). Youth in the sample were disproportionately female (75%), and 
experienced a range of trauma types including child sexual abuse, sudden death/injury of 
a loved one, peer violence/bullying, and exposure to family violence. A coding system 
developed by Foa and colleagues (1995) was utilized to explore changes in the narratives 
from the first to last session with regard to organized thoughts, internal events, external 
events and fragmentation (Knutsen & Jensen, 2017). For the entire sample (e.g. non-
responders and maximum responders), findings revealed statistically significant increases 
in organized thoughts and reports of internal events, as well as statistically significant 
decreases in fragmentation from the beginning to the end of the narrative process. No 
significant differences in external events were found from the beginning to the end of the 
narrative process for either the non-responder or maximum responder group. 
Additionally, and contrary to a priori hypotheses, there was not a significant relationship 
between changes in narratives and changes in posttraumatic stress symptoms for either 
group. The only significant difference found between maximum responders and non-
responders was in regard to organized thoughts, with the maximum responder group 
developing more organized thoughts during the narrative process. 
 As a whole, TF-CBT has a robust body of evidence speaking to its efficacy and 
effectiveness with youth from diverse backgrounds who have experienced multiple types 
of traumatic events (Cohen & Mannarino, 1996a; Cohen & Mannarino, 1997; Cohen et 
al., 2004; Cohen et al., 2005; Cohen et al., 2011; Deblinger et al., 1996; Deblinger et al., 
1999; Jaycox et al., 2014; Jensen et al., 2014; King et al., 2000; Murray et al., 2015; 
Scheeringa et al., 2011; O’Callaghan et al., 2013). Nevertheless, there is a gap in the 
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literature with regard to the progression of symptoms during treatment. Even within the 
substantial literature supporting TF-CBT, there remains a dearth of studies investigating 
the contribution of individual components to symptoms reduction. In particular, the 
trauma narrative and processing components of treatment are theorized to be key 
mechanisms of change (Amaya-Jackson & DeRosa, 2007), but empirical support 
concerning what actually occurs during these components is sparse (Knutsen & Jensen, 
2017; McKinnon et al., 2017). As Silverman et al. (2008) point out in their systematic 
literature review of trauma-focused interventions, “Overall, this type of work is critical to 
answer why treatments work and for whom” (p. 179).  
Gender and Trauma 
 The development of psychological trauma as a construct was primarily fueled by 
research on two distinct populations: war veterans who were largely male, and sexual 
assault survivors who were predominantly female. Since those early days gender has 
undeniably, albeit implicitly, shaped the evolution of psychological trauma. While war 
veterans were being observed and treated post-combat, sexual assault survivors were 
presenting to community mental health and advocacy centers with little collaboration 
between the two (Herman, 1992). There were also variations in the event-specific 
experiences of war veterans and sexual assault survivors, and so—at least initially—a silo 
effect resulted whereby two different bodies of literature emerged that utilized two 
different sets of terminology (e.g. “shellshock” and “combat neurosis” versus “rape 
trauma syndrome” and “battered women’s syndrome”). In this way, early 
conceptualizations of posttraumatic stress were “inherently gendered”, as the “...construct 
of PTSD has been shaped by judgments regarding gender from the very beginning” 
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(Kimerling, Ouimette, & Wolfe, 2002, p. xi). Since those early years, the silo effect has 
diminished, but the field has continued to observe gender-related differences in the 
epidemiology and manifestation of posttraumatic stress, leading some scholars to 
advocate for a gendered perspective that locates biologically based sex differences within 
a historical, social and cultural context (Kimerling et al., 2002; Lasiuk & Hegadoren, 
2006b). Furthermore, despite ongoing discussions regarding the observed differences 
between males and females within the trauma literature, the reasons for these differences 
are not well understood and the complicated interplay between gender and trauma is far 
from unraveled. As Kimerling, Ouimette, and Wolfe (2002) note:  
 “To tease apart the specific effects of sex and gender in the prevalence, etiology, 
 assessment, diagnosis and treatment of PTSD may be impossible. However, 
 awareness and consideration of gender issues in research and service delivery can 
 only enhance our current understanding of this disorder and our abilities to help 
 traumatized individuals” (p. xi).  
 This section provides a review of the trauma literature as it pertains to gender and 
begins by identifying the gender-based differences found in epidemiological data, and 
then focuses on variations revealed in the biological mechanisms associated with 
traumatic stress responses. The literature concerning psychological differences and 
variations in the cognitive appraisals of males and females are then outlined followed by 
a discussion of how differences in gender role socialization may impact the types of 
traumatic exposure and posttraumatic stress. These four perspectives—biological, 
psychological, cognitive and sociological—focus on differences at various levels of the 
ecological system, but close examination reveals that they are not mutually exclusive and 
together provide a comprehensive framework with which to conceptualize and explore 
the impact of gender on symptom progression and recovery. This section concludes with 
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a review of the literature pertaining to gender-related differences in symptom progression 
and treatment response.  
Gender-based Epidemiological Differences in Trauma Literature  
 Gender-based differences within the trauma literature were initially observed in 
studies assessing trauma exposure and the prevalence of PTSD. At this point it is clear 
that women (Breslau, 2001; Breslau et al., 1998; Breslau et al., 1997; Helzer et al., 1987; 
Kessler et al., 1995) and girls (Anderson et al., 1987; Hanson et al., 2008; McGee et al., 
1990) are more likely than males to meet diagnostic criteria for PTSD. In fact, a large-
scale meta-analysis of sex differences for PTSD that included studies with samples of 
youth and/or adults over a 25 year span found that females were nearly two times as 
likely as males to develop PTSD following exposure to traumatic events regardless of the 
type of study, population, or type of assessment tools utilized to measure symptomology 
(Tolin & Foa, 2006). More recent studies have continued to validate findings from earlier 
studies. For example, the National Epidemiologic Survey on Alcohol and Related 
Conditions estimated lifetime prevalence of PTSD to be 8.6% among females and 4.1% 
among males (Pietrzak, Goldstein, Southwick, & Grant, 2011), while Norris, Foster and 
Weisshaar (2002) reported an 11.3% lifetime prevalence of PTSD in females compared 
to 4.3% in males. Additionally, when utilizing DSM-IV diagnostic criteria Breslau and 
Davis (1992) found that females appear to be overrepresented in cases of chronic PTSD, 
with 22% of females being categorized as having chronic PTSD compared to 6% of 
males.  
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 Early hypotheses suggested that the higher prevalence of PTSD among females 
was a result of higher levels of exposure, but this has not been supported by research. On 
the contrary, studies have found that the lifetime prevalence of potentially traumatic 
events is typically slightly higher in males (Breslau et al., 1997; Breslau et al., 1998; 
Helzer et al., 1987; Kessler et al., 1995; Tolin & Foa, 2006), and this difference is 
stronger in studies that assessed lifetime exposure as opposed to studies that examined 
exposure within a specific time period (Tolin & Foa, 2006). Nonetheless, males and 
females do appear to be more likely to experience different types of traumatic events. 
Specifically, males are more likely to report exposure to combat or war trauma, 
nonsexual physical assaults, natural disasters and witnessing community violence and/or 
the death of another, while females are more likely to report exposure to child sexual 
abuse and sexual assault (Kessler et al., 1995; Tolin & Foa, 2006). In fact, in U.S. studies 
females have been found to report sexual abuse at rates two to three times higher than 
males (Breslau et al., 1997; MacMillan et al., 1997).  
 As a result of such findings, it is important to consider whether the increased risk 
of PTSD among females is a result of PTSD being more likely to develop in response to 
particular types of traumas, rather than a result of an actual sex difference in vulnerability 
to PTSD, and outcomes are mixed in this regard. First, when investigating this 
hypothesis, Tolin and Foa (2006) found that in studies where both male and female 
participants were exposed to the same trauma type, overall females were still more likely 
to meet criteria for PTSD and report a greater severity of symptoms compared to males. 
More recently, however, studies have found differential PTSD prevalence rates are less 
often found in military samples (Brewin et al., 2000; Vogt et al., 2011). Additionally, 
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when Tolin and Foa (2006) isolated sexual assault studies no significant sex differences 
were found in PTSD prevalence, and when child sexual abuse studies were isolated it was 
males who were more likely to meet diagnostic criteria for PTSD. Similarly, in the 
National Comorbidity Survey sexual assault has been associated with the highest 
conditional probability of developing PTSD, with men developing the disorder at a rate 
of 65% and women at a rate of 45.9% (Kessler et al., 1995). As noted previously, this 
finding in conjunction with other studies with both adults (Breslau et al., 1998; Tang & 
Freyd, 2012) and youth (Hanson et al., 2008; Kilpatrick et al., 2003; Runyon et al., 2014) 
have found survivors of intrusive forms of interpersonal violence exhibit higher levels of 
PTSD symptoms—implying that sexual violence is a particularly traumatic event for all 
individuals. These studies also suggest that experiences of interpersonal and/or sexual 
violence may moderate the relationship between gender and PTSD symptoms.  
 However, when analyzing data from the 1996 Detroit Area Survey of Trauma, 
which included a representative sample of over 2000 adults, Breslau (2001) attributed the 
two-fold risk of PTSD found in women not to the type of trauma, but rather to women’s 
higher vulnerability to PTSD following certain types of traumatic events that they 
experience more frequently than males. Specifically, Breslau (2001) identified that 35.7% 
of women exposed to assaultive violence (including military combat, rape, being held 
captive/tortured/kidnapped, shot/stabbed, sexual assault other than rape, being 
mugged/held-up/threatened with a weapon, and being beat up) developed PTSD, 
compared to only 6.0% of men exposed to assaultive violence, but the author found no 
significant sex differences in PTSD vulnerability when other types of traumas (e.g. 
serious car accident, natural disaster, life threatening illness, witnessed killing, and 
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learning of various traumas which happened to relatives) were isolated. Furthermore, 
Arata (2000) found the highest percentage of PTSD diagnoses are reported by women 
who have experienced sexual assault or child sexual abuse at a young age (e.g. before age 
13), and also found that females with repeated episodes of interpersonal violence report 
higher levels of PTSD symptoms overall. 
 Gender-based Epidemiological Differences in Child Literature. Gender-
related differences found in the adult trauma literature are apparent in the child trauma 
literature as well, although this body of literature is much smaller in comparison. Despite 
findings that suggest comparable rates of overall trauma exposure among youth and 
similar to findings in the adult literature, girls and boys appear more likely to experience 
different types of trauma (Nooner et al., 2012). Specifically, male adolescents report 
higher rates of exposure to physical assault and witnessing violence in the community, 
whereas females report higher rates of sexual victimization (Buka, Stichick, Birdthistle, 
& Earls, 2001; Kilpatrick et al., 2003; Stevens, Ruggiero, Kilpatrick, Resnick, & 
Saunders, 2005). Multiple studies have also demonstrated that overall girls endorse a 
greater frequency and severity of PTSD symptoms compared to boys (Bal & Jensen, 
2007; Bokszczanin, 2007; Breslau et al., 2004; Tolin & Foa, 2006). For example, in a 
meta-analysis of risk factors for the development of PTSD in youth, female gender was 
found to be a significant predictor of the disorder (Trickey et al., 2012). In addition, using 
a nationally representative sample of over 4000 adolescents ages 12 -17, Hanson and 
colleagues (2008) found that girls who reported any type of trauma history were more 
likely than boys to meet criteria for PTSD. However, when trauma types were isolated, 
the authors found that boys who reported a history of child sexual abuse were more likely 
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to endorse PTSD symptoms compared to females (Hanson et al., 2008), a finding 
consistent with results from Tolin and Foa’s (2006) meta-analysis. Finally, a recent meta-
analysis found that overall rates of PTSD varied according to both trauma type and 
gender (Alisic et al., 2014). Specifically, findings revealed that males who experienced 
non-interpersonal trauma were least at risk of subsequent PTSD (8.4%), while females 
who experienced interpersonal trauma were most at risk (32.9%) of developing PTSD.  
Gender-based Differences in Traumatic Stress Reactions 
 Although gender-related differences in trauma type exposure as well as the 
prevalence and severity of PTSD have been consistently observed, the reasons for these 
differences remains unclear. Furthermore, differences in the acute and traumatic stress 
reactions of males and females have been identified, including differences in biological 
mechanisms associated with the traumatic stress response, psychological differences in 
responses to traumatic events, variations in the ways males and females cognitively 
appraise traumatic events, and alterations resulting from social context and gender role 
socialization.  
 Biological Differences. Rasmusson and Friedman (2002) note that until recently 
the majority of neurobiological studies pertaining to PTSD were conducted with males, 
and even fewer compared neurobiological responses between males and females. In fact, 
Olff (2017) reports that to date only 2% of psychobiological studies have been conducted 
with females. Despite this gross underrepresentation of females in these types of studies, 
there is evidence to suggest differences in the pathophysiology of males and females may 
exist. Current research indicates that gender-related hormones as well as hormone levels 
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within each gender influence stress response systems that are thought to be relevant to the 
development and maintenance of PTSD (Rasmusson & Friedman, 2002). Specifically, 
PTSD has been linked to dysregulations in the neuroendocrine response system, and 
particularly the sympathetic adrenal-medullary (SAM) system and the hypothalamic-
pituitary-adrenocortical (HPA) axis (Bremner et al., 2000; Bryant, 2003). There is 
evidence that these systems, which appear to mediate the fight-or-flight responses, are 
differentially activated in boys and girls when threatened with danger (Sherin & 
Nemeroff, 2011). Specifically, females appear to have a more sensitized HPA axis 
compared to males, while males seem to have a more sensitized physiological 
hyperarousal system (Olff, 2017). There has been evidence of similar differences among 
youth as well. For example, Ying, Wu, and Chen (2013) found differential rates of PTSD 
in girls and boys following the Wenchuan earthquake and attributed these differences to 
gender-based variations in neuroendocrine response, which also may be related to the 
divergent manner in which males and females appear to cognitively appraise traumatic 
events.  
 It is also important to note that the neuroendocrine system is influenced by 
gender-related hormones that fluctuate according to developmental stage, which may 
suggest that the differences between males and females may become more prominent 
when gender-related hormones increase during puberty (Yehuda & LeDoux, 2007). In 
fact, the sex hormone profiles associated with the menstrual cycle, pregnancy, and 
menopause all have unique effects on many stress response systems implicated in the 
development of PTSD (Rasmusson & Friedman, 2002). Garza and Jovanovic (2017) 
further point out that neurobiological biomarkers that have been linked to PTSD are 
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sensitive to female gonadal hormones and the menstrual cycle, and thus these researchers 
suggest that puberty may be the developmental time point when sex differences in 
traumatic stress response begin to emerge.   
 Additionally, while the human stress response has largely been characterized as 
the fight-flight-freeze response, Taylor and colleagues (2000) have proposed that females 
may also exhibit stress responses marked by a pattern of tend-and-befriend. Tending 
involves nurturing activities that are aimed towards protecting the self and offspring that 
also support safety and reduce distress, while befriending involves creating and utilizing 
social networks that draw on the attachment-caregiving system. Furthermore, the authors 
argue that there is evidence to suggest the hormone oxytocin, in conjunction with female 
reproductive hormones and endogenous opioid peptide mechanisms, may be at the core 
of this tend-and-befriend response. Specifically, oxytocin may calm females after 
becoming physiologically aroused by a stressor, and the hormone also may promote 
affiliative behavior (Taylor et al., 2000). Although additional research is necessary, the 
existence of a tend-and-befriend response in females may help to explain some of the 
differences identified, particularly as they relate to peri-traumatic reactions, coping 
behaviors and the utilization of social supports.  
 Psychological Differences. Gender-related differences in the manifestation of 
particular PTSD symptom clusters and psychological reactions to potentially traumatic 
events have also been identified. Psychological peri-traumatic reactions, including the 
PTSD Criterion A2 of experiencing fear, horror, and helplessness that was included in the 
fourth edition of the Diagnostic and Statistical Manual (DSM-IV-TR), but not the fifth 
edition (DSM-5), and peri-traumatic dissociation both have been found to be predictive 
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of and strongly associated with PTSD (Brunner et al., 2001; Ozer et al., 2003; Trickey et 
al., 2012). There is evidence to suggest that these findings potentiate because subjective 
reactions during the event are crucial in determining whether an individual perceives the 
event as traumatic, and therefore whether or not the experience becomes associated with 
traumatic stress (Bovin & Marx, 2011). Further, studies have found that women and girls 
are more likely than men and boys to endorse peri-traumatic DSM IV-TR PTSD 
Criterion A2 (Breslau and Kessler, 2001; Kerig & Bennett, 2013; Tolin & Foa, 2006) and 
peri-traumatic dissociation (Bryant & Harvey, 2003; Dyb et al., 2008; Fullerton et al., 
2001; Koopman, Classen, & Spiegel, 1994).  
 Studies have also identified that women tend to report more acute emotional 
responses (Brunet et al., 2001), such as fear, helplessness, panic and anxiety compared to 
males (Bryant & Harvey, 2003). When examining PTSD subcluster scores, Charak and 
colleagues (2014) found that females endorse higher levels of re-experiencing symptoms 
and anxious arousal compared to males, while other studies have found that females 
report higher levels of avoidance (Bryant & Harvey, 2003). More recent research has 
provided evidence that women with PTSD and/or trauma exposure display less tolerance 
for negative emotions while men exhibit more impulsivity when faced with difficult 
emotions (Miles, Menefee, Wanner, Tharp, & Kent, 2016).  
 Additionally, Perry and colleagues (Perry & Pollard, 1998; Perry et al., 1995) 
have identified two primary neuronal patterns, dissociation and hyperarousal, that occur 
in children in response to potentially traumatic events. Although most individuals are 
thought to utilize a combination of both response patterns, studies suggest that females 
appear to utilize dissociative adaptations more often than males (Perry & Pollard, 1998; 
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Perry et al., 1995), which is important because dissociative responses have been 
associated with more severe PTSD presentations (Halligan et al., 2003).   
 Cognitive Appraisal Differences. An individual’s cognitive appraisal of a 
traumatic event has been shown to have a substantial impact on post-trauma reactions and 
particularly on the development of PTSD (Ehlers, Mayou, & Bryant, 1998; Ozer et al., 
2003). This finding is particularly important because differences in cognitive processing 
and post-trauma appraisals between males and females have been identified. Findings 
from the general stress literature indicate that women (Ptacek et al., 1992) and adolescent 
females (Mak et al., 2004) are more likely than males to report threat and loss appraisals. 
Kimerling and colleagues (2002) found that after trauma exposure females tended to view 
the world as more dangerous and reported more concerns about their personal safety. 
Tolin and Foa (2002; 2006) found that females reported higher levels of self-blame 
following trauma exposure and were more likely to hold negative views of themselves. 
Consistent with these findings, a more recent study assessing the new DSM-5 Criterion D 
(e.g. negative alterations in cognition and mood) for PTSD found that females reported 
more cognitive symptoms compared to males, and in particular were more likely to 
endorse persistent negative beliefs about oneself or the world as well as distorted blame 
of self and others (Cox, Resick, & Kilpatrick, 2014). Variations between males and 
females with regard to perceived control have also been identified, which is notable 
because perceptions of control may be associated with a lower risk of developing PTSD 
(Mak et al., 2004). Specifically, Dickerson and Kemeny (2004) found that men reported 
higher levels of perceived control compared to women, while a study conducted by Eisler 
and Skidmore (1987) revealed that females are significantly more likely to report lower 
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levels of personal control and higher levels of perceived distress when faced with a 
stressor.  
 These observed differences may in part help to explain the higher rates of PTSD 
in women, as it has been suggested that these variations in threat appraisals contribute to 
the variability found in male and female HPA-axis stress responses (Rasmusson & 
Friedman, 2002). Additionally, Norris and colleagues (2002) have suggested that 
females’ higher susceptibility to PTSD and other stress-related disorders may begin with 
their subjective appraisal of events rather than with the objective exposure and event-
specific details of the traumatic event.  
 Differences in Social Context and Gender Role Socialization. The term sex 
represents biological characteristics of males and females, whereas gender indicates a 
more complex set of social and psychological constructs (Lott & Maluso, 1993). As such, 
gender can be viewed as an aspect of identity that is molded by cultural and 
environmental influences, schemas, and physiology (Krause et al., 2002). Moreover, 
although males and females vary in the extent to which they subscribe to the cultural and 
societal gender roles, by virtue of their biological sex they are exposed to different 
socialization experiences that can exaggerate any biologically-based differences that exist 
(Saxe & Wolfe, 1999). Consequently, when examining any gender-based differences that 
may exist in the progression of symptoms during treatment it becomes imperative to 
consider sex role socialization and gender role identity.  
 In her work on psychological theory and women’s development, Gilligan (1982) 
identified differences in male and female roles and the effects these differences have on 
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development. Using this theory as a framework, it can be argued that socially prescribed 
gender roles, issues of structural power within society and the family, and associated 
experiences of gender-based oppression, injustice, and sexual harassment may help to 
clarify why females seem to be more likely than males to experience sexual and 
interpersonal violence, as well as help to explain why females report higher rates of 
PTSD and appear more likely to hold negative appraisals following traumatic exposure.  
 Consideration of traumatic context furthers this discussion and yields an even 
deeper understanding of women’s increased vulnerability to PTSD. Traumatic context is 
a term utilized to denote the contextual factors that define different traumatic exposure 
experiences (Kaysen, Resick, & Wise, 2003). Traumatic stressors (e.g. individual 
traumatic events) that occur within a larger traumatic context (such as those experienced 
during ongoing political violence, intimate partner violence, and/or child maltreatment) 
have been found to lead to a greater risk of PTSD (Kimerling et al., 2014). Following 
from this reasoning, the higher rates of PTSD among females may partially be a function 
of the traumatic context of their exposure. That is, because females are more likely than 
males to experience violence perpetrated by someone whom they trust or have a close 
relationship, females may be more likely than males to be exposed within a traumatic 
context and thus at higher risk of developing PTSD (Kimerling et al., 2014). 
Additionally, females are more likely to experience certain types of traumatic 
experiences, such as rape or intimate partner violence, that are associated with negative 
or stigmatizing social responses (Kimerling et al., 2014). The stigma attached to these 
experiences of interpersonal violence may adversely impact the social support females 
receive post-trauma as well as negatively affect their well-being (Kimerling et al., 2014). 
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In fact, Andrews, Brewin and Rose (2013) suggest that these negative social responses 
may help to explain female’s higher rates of traumatic stress symptoms. Notably, 
however, there may be an even higher social stigma for male victims of sexual assault 
and rape given the current cultural norms pertaining to male gender roles (Turchik et al., 
2013), and this may help explain findings which suggest that the conditional risk for 
PTSD is higher for males following sexual assault (Kessler et al., 1995) and child sexual 
abuse (Tolin & Foa, 2006).   
 It is also important to consider the role that gender roles and expectations play in 
the development and maintenance of PTSD as studies have found gender role adherence 
to moderate the risk of PTSD following traumatic exposure. For instance, in a sample of 
U.S. and Mexican survivors of a natural disaster, gender differences in PTSD prevalence 
following exposure were moderated by culture (Norris, Perilla, Ibanez, & Murphy, 2001). 
Specifically, in the Mexican sample gender differences in PTSD were more pronounced 
whereas in the U.S. sample they were diminished (Norris et al., 2001), a finding that has 
led Kimerling and colleagues (2014) to hypothesize that disparities in the prevalence and 
symptom severity of PTSD may be greater in contexts that hold more traditional gender 
roles.     
 Gender socialization and prescribed gender roles may also impact symptom 
reporting, symptom expression and coping. Following trauma exposure, girls appear 
more likely to report internalizing symptoms, whereas boys are more likely to report 
externalizing symptoms (Briere & Scott, 2006; Buckner, Beardslee, & Bassuk, 2004; 
Foster, Kuperminc, & Price, 2004). Girls also have been found to provide higher levels of 
coherence, detail and temporal connection to autobiographical memories compared to 
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boys (Fivush, Haden, & Adam, 1995; Haden, Haine, & Fivush, 1997; Reece, Haden, & 
Fivush, 1996), which has important implications for the creation and processing of 
trauma narratives. Girls have been found to express more relational emotion and less 
anger and aggression, while boys tend to be more avoidant of disclosures of thoughts and 
feelings associated with traumatic events (Briere & Scott, 2006; Kimerling et al., 2002). 
This also points to possible reporting differences between males and females. That is, 
girls may be reporting their symptoms more openly because it is more socially acceptable 
for them to do so, whereas males may be minimizing their symptoms given prescribed 
gender roles. Or, similarly, the noted differences in symptoms expression may not be 
indicative of biological differences per se, but rather may be reflective of symptoms 
being expressed in socially and culturally acceptable ways. 
Gender Differences in Treatment Response  
 Research assessing treatment outcomes for males and females separately is only 
just emerging, as much of the literature thus far has focused on examining the overall 
efficacy and/or effectiveness of various treatments. Wade and colleagues (2016) recently 
conducted a systematic literature review and meta-analysis examining gender-based 
differences in PTSD treatment outcomes for adults, and findings indicate statistically 
significant reductions in clinician- and self-rated PTSD symptoms following trauma-
focused treatment versus all comparison conditions for both males and females, with 
medium to large effect sizes observed. Upon further examination however, a direct 
effects analysis of studies which included male and female participants revealed a larger 
effect size for females, and this difference was significant (Wade et al., 2016). Sloan and 
colleagues (2013) conducted a meta-review that focused on the efficacy of group 
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treatments for PTSD among adults who had experienced childhood traumas, and findings 
from this meta-review similarly revealed that gender moderated treatment outcomes and 
smaller effect sizes were found for males.  
 To date, there does not appear to be any published systematic literature reviews or 
meta-analyses on gender differences in trauma-focused treatment outcomes within the 
youth literature, and it seems that only more recently have treatment outcome studies 
begun to present findings for males and females separately. Nevertheless, studies have 
increasingly examined whether gender predicts end of treatment scores, as well as 
whether gender moderates treatment outcomes.  
 Several studies have examined whether gender predicts end of treatment scores. 
For example, Kataoka and colleagues (2003) assessed the effectiveness of the Mental 
Health for Immigrants Program Child Intervention and Cognitive-Behavioral Intervention 
for Trauma in Schools (CBITS; Jaycox, Kataoka, Stein, Langley, & Wong, 2012) with 
Latino youth in the United States, and found female gender to predict higher 
posttreatment depressive and posttraumatic stress symptoms. Rønholt, Karsberg, and 
Elklit (2013) explored predictors of treatment outcome for the Classroom Based 
Psychosocial Intervention (Elklit, Nielsen, Dinesen, & Jacobsen, 2009) with a group of 
children in Denmark who had been exposed to a large explosion and fire, and findings 
illustrate that females were more likely to have a probable PTSD diagnosis following 
treatment compared to males. However, the authors note that both genders equally 
benefitted from treatment, indicating that this finding may be reflective of disparate 
baseline scores rather than differential responses to treatment (Rønholt et al., 2013). 
Hiller and colleagues (2016) found that gender did not predict end of treatment (e.g. 
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Game-based Cognitive-behavioural Therapy; Misurell & Springer, 2013; Springer & 
Misurell, 2010) internalizing or externalizing problems among youth in the United States 
who experienced child sexual abuse. Notably however, while the researchers found that 
gender did not predict child sexual behavior problems or scores on the Personal Safety 
Questionnaire (PSQ; Wurtele, Gillispie, Currier, & Franklin, 1992) at the .01 level set a 
priori, gender did approach significance (p = .05 for PSQ and p = .03 for CSBI), although 
the authors do not specify which gender predicted higher end of treatment scores (Hiller, 
Springer, Misurell, Kranzler, & Rizvi, 2016). Meanwhile, Graham-Bermann, Howell, 
Lilly, & DeVoe (2011) found that gender significantly predicted change scores in 
externalizing problems following treatment for exposure to intimate partner violence, 
with boys exhibiting slightly higher levels of change. This is one of the few studies 
identified where boys showed larger treatment gains. 
 Other studies have explored whether gender moderates trauma-focused treatment 
outcomes, and findings in this regard have also been mixed. Adruiz, Bluthgen, and 
Knopfler (2009; 2011) found that both boys and girls showed significant reductions in 
distress and posttraumatic stress symptoms following Eye Movement Desensitization and 
Reprocessing Integrative Group Treatment Protocol (EMDR-IPTG; Jarero, Artigas, & 
Hartung, 2006). The authors also divided participants into high, moderate and low 
distress categories based on their scores on the Child’s Reaction to Traumatic Events 
Scale (CRTES; Jones, 1997), and found that while the distribution of boys and girls in 
each category did not differ at baseline, there were significantly more girls than boys in 
the high distress category at posttreatment. Nevertheless, the authors note that at 
pretreatment girls’ mean values were significantly higher for both the total scale and 
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intrusive subscale, but not the avoidance subscale, yet there were no significant 
differences between males and females on any of the CRTES scales at posttreatment.  
 Meanwhile, a study of earthquake survivors found that girls had significantly 
higher posttraumatic stress and depression scores compared to boys following treatment, 
but also found that they exhibited similar patterns of change (Goenjian et al., 1997). 
Barron, Abdallah and Smith (2013) found that girls reported significantly higher levels of 
traumatic grief, but not depression or posttraumatic stress symptoms at both pre- and 
posttreatment, although both genders significantly improved from baseline to the end of 
treatment. Qouta et al. (2012) assessed the effectiveness of the same intervention (e.g. 
Teaching Recovery Techniques; TRT; Smith, Dyregrov, & Yule, 2008) utilized in the 
Barron et al. (2013) study, but with disparate results. Specifically, findings revealed that 
intervention effectiveness was specific to both gender and peri-traumatic dissociation. 
The intervention was found to significantly reduce the proportion of boys with clinically 
significant posttraumatic symptoms regardless of their level of peri-traumatic 
dissociation; however, the intervention significantly reduced posttraumatic stress 
symptoms among girls only if they had low peri-traumatic dissociation (on a scale of low, 
medium or high). That is, the intervention was not statistically significant in decreasing 
posttraumatic stress symptoms among girls with medium or high levels of peri-traumatic 
dissociation (Qouta et al., 2012). Further, in a subsequent publication that examined 
whether the intervention improved peer and sibling relations, gender-specific intervention 
effects were again identified, and researchers found that loneliness in peer relations 
reduced among boys only, while sibling rivalry reduced among girls only (Diab et al., 
2014). Berger, Pat-Horencyzk and Gelkopf (2007) found that gender moderated treatment 
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outcomes among youth exposed to terrorism and war in Israel in terms of functional 
impairment, with boys showing larger reductions compared to girls, although the effect 
size was small. However, in this study no posttraumatic stress, somatic complaints, or 
generalized anxiety symptom differences were found according to gender (Berger et al., 
2007).  
 Tol and colleagues (2012) examined the impact of the Classroom-Based 
Intervention (CBI; Macy, Johnson-Macy, Gross, & Brightman, 2003) among war-
affected youth ages 9-12 in Sri Lanka and found that when changes in mean scores were 
assessed, only boys who received CBI showed statistically significant improvements on 
measures of anxiety and functional impairment. Further, when researchers then used 
latent growth curve modeling (LGCM), boys but not girls showed greater improvements 
over time on PTSD and anxiety symptoms compared to those on the waitlist. Moreover, 
an unintended harmful effect was actually found for girls who received CBI, with girls in 
the waitlist condition showing statistically significant larger improvements in PTSD 
symptoms than girls who received the intervention (Tol et al., 2012). This finding stands 
in contrast to others studies conducted by Tol and colleagues (2014; 2010; 2008). 
Specifically, Tol and colleagues (2008; 2010) conducted a cluster randomized trial to 
examine the effectiveness of the CBI with youth ages 8-13 affected by political violence 
in Indonesia. Findings indicate that both genders significantly improved on measures of 
posttraumatic stress symptomatology, but further analysis revealed that girls 
demonstrated slightly larger treatment gains, a finding that is consistent with emerging 
findings from the adult literature (e.g. Sloan et al., 2013; Wade et al., 2016). 
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 Alternatively, Tol and colleagues (2014) completed a cluster randomized trial 
with youth in Burundi. The researchers utilized LGCM in a structural equation modeling 
framework to assess possible moderating effects, and findings suggested that gender did 
not moderate treatment outcomes on measures of PTSD, depressive symptoms or hope 
(Tol et al., 2014). Similarly, Berger and Gelkopf (2008) examined the interaction of time 
and group (intervention versus waitlist) with gender and grade level as between-subjects 
factors, as well as conducted covariance analyses with initial baseline scores used as 
covariates, and found that gender did not significantly impact treatment outcomes.  
 Meanwhile, Jordans and colleagues (2010) also considered the effectiveness of 
CBI and conducted a randomized controlled trial with a sample of youth ages 11-14 in 
Nepal who had been exposed to conflict and violence, and findings were mixed 
concerning the impact of gender on treatment outcomes. Specifically, comparison of 
crude change scores illustrated significant differences between the treatment group and 
waitlist control group on measures of functional impairment, prosocial behavior, 
psychological difficulties, depression and anxiety, but not on measures of posttraumatic 
stress symptoms. However, there were no significant effects on any of the outcome 
variables when adjusting for nested variance within clusters, although when gender was 
considered as a moderator, it was revealed that CBI was more beneficial for girls in terms 
of prosocial behavior, while the intervention was more beneficial for boys in decreasing 
psychological difficulties and aggression.    
 Betancourt and colleagues (2012) examined possible moderators of treatment 
among adolescent survivors of war and displacement in Uganda, and also found that 
gender influenced treatment outcomes. The initial randomized controlled trial (Bolton et 
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al., 2007) examined the effectiveness of group interpersonal psychotherapy (IPT-G) 
versus creative play (CP) versus a waitlist control condition. Groups were gender-
specific, and compared in terms of depression, anxiety, conduct problems and functional 
impairment. CP and waitlist conditions did not show significant improvement on any 
outcome measure, while the IPT-G group showed no statistically significant differences 
on measures of anxiety, conduct problems or functional impairment (Bolton et al., 2007). 
Additionally, the initial study found that girls who received IPT-G demonstrated 
significant improvement in depression symptoms, while improvement among boys was 
not statistically significant (Bolton et al., 2007). However, a subsequent study that 
examined moderators further illuminated these findings and revealed an interaction 
between abduction history and gender. Specifically, treatment effectiveness was greatest 
among females without a history of being abducted (large effect size), followed by males 
with an abduction history (large effect size), and finally for females with an abduction 
history (moderate effect size) (Betancourt et al., 2012). However, treatment was not 
statistically significant for males without a history of abduction (Betancourt et al., 2012). 
 Impact of Gender on TF-CBT Treatment Outcomes. There are studies within 
the TF-CBT literature that have evaluated whether gender impacts treatment outcomes. 
For example, Cohen, Deblinger, Mannarino and Steer (2004) explored whether gender 
moderated treatment outcomes among a group of youth ages 8-14 whose index trauma 
was sexual abuse, and found gender did not have a significant impact on posttraumatic 
stress and other trauma-related symptoms. However, participants who received both TF-
CBT and child centered therapy were pooled for the moderator analyses, and the sample 
was disproportionately (70%) female. Similarly, in an early study on TF-CBT, gender 
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was not found to significantly predict outcomes in a group of sexually abused children 
ages 3-6 (Cohen & Mannarino, 1996b).  
 Murray and colleagues (2013) assessed the feasibility of TF-CBT among youth in 
Zambia ages 5-18 who were either infected with HIV or affected by the virus. In this 
study, males and females had similar reductions in shame and posttraumatic stress 
symptom scores following TF-CBT, with no significant differences in posttreatment 
scores. Kane and colleagues (2016) conducted a subsequent randomized controlled trial 
in Zambia with a similar population of youth, although they took a slightly different 
statistical approach and utilized linear mixed effects regression models to determine 
whether gender moderated treatment outcomes. These researchers also found that gender 
had no discernable impact on PTS symptoms or functional impairment (Kane et al., 
2016). Finally, Craig and Sprang (2014) found that girls ages 7-18 who received either 
Parent Child Interaction Therapy (PCIT) or TF-CBT following exposure to multiple 
types of child maltreatment had significantly higher posttraumatic stress symptoms at 
pretest and post-treatment, but a trend analysis revealed no main effect for gender, 
suggesting that girls and boys responded equally well to treatment. 
 As this review demonstrates, findings are extremely varied with respect to the 
impact of gender on treatment response and outcomes. Furthermore, it is difficult to draw 
conclusions given the heterogeneity of studies in terms of the index trauma, age range of 
youth, geographical location, statistical analyses employed, and intervention type and 
setting. 
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Summary 
 This review of the literature supports the importance of examining and exploring 
symptom progression during trauma-focused treatment for youth, as well as the need to 
consider gender-related differences. Epidemiological studies have consistently 
demonstrated the high rates of trauma exposure among youth, and empirical studies have 
increasingly revealed the deleterious impacts of such exposure. The most severe 
responses to traumatic events are delineated by the term complex trauma. Complex 
trauma is not captured by any one diagnosis, and is associated with impairments in 
multiple domains of functioning. However, research has also revealed that a substantial 
portion of individuals who experience traumatic events exhibit an acute stress response 
that ameliorates without the need for intervention. As a result, it is most appropriate to 
conceptualize traumatic stress responses on a continuum that includes acute stress 
responses that resolve on their own at one end and more severe complex trauma reactions 
on the other. When individuals go on to develop posttraumatic stress responses, the 
literature describes the development of both primary and secondary responses. Primary 
responses are those symptoms congruent with PTSD, while secondary responses are 
those responses that develop in an attempt to manage and adapt to primary responses. 
Secondary responses can potentiate at the somatic, emotional, cognitive, behavioral, and 
characterological levels of functioning (Chu, 2011; van der Kolk, 2007).  
 Important gender-related differences have also been revealed in the trauma 
literature. Indeed, gender and trauma have a long and complex history, and although 
substantial efforts have been taken to reduce the silos that have existed between those 
studying trauma primarily among women and those investigating trauma predominantly 
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with male populations, the complicated relationship between trauma and gender is far 
from understood. Most notably, gender-related differences have consistently been 
revealed in terms of the types of traumatic events experienced and with regard to 
female’s higher vulnerability to developing posttraumatic stress responses. In particular, 
females appear to be twice as likely to develop PTSD following traumatic exposure, but 
there is also evidence to suggest that trauma type—and particularly traumatic exposure 
via sexual violence—may moderate the relationship between gender and posttraumatic 
stress symptoms. Furthermore, biological differences in the stress response systems of 
males and females have been identified, and there is evidence to suggest that these 
differences are influenced by sex-related hormones that fluctuate according to 
developmental stage, making it important to consider whether age may moderate the 
relationship between gender and posttraumatic stress symptoms. Importantly, the 
literature also suggests that males and females may cognitively appraise traumatic events 
differently, and it has been proposed that this may be a key reason for the differences 
found in the rates that males and females develop PTSD.   
 In response to growing knowledge concerning the short and long term 
consequences of traumatic stress, numerous empirically-supported interventions have 
emerged that have shown their ability to reduce trauma-related symptoms from the 
beginning to end of treatment. TF-CBT is one trauma-focused intervention that has been 
widely disseminated and multiple randomized controlled trials and meta-reviews have 
revealed the effectiveness of the intervention with youth who have experienced a wide 
range of traumatic experiences, including those who have been complexly traumatized. 
However, there remains a subset of youth who do not respond as well as others to 
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treatment, and many interventions continue to yield low to moderate effect sizes (Kazdin, 
2008). Attrition is also a problem in many trauma-focused treatments, leading to concern 
regarding the effectiveness of empirically-supported treatments in community-based 
settings (Cohn & Mannarino, 2000; Sprang et al., 2012).  
 Furthermore, although the theory undergirding TF-CBT and other empirically-
supported treatments is well developed, from an empirical perspective it is unclear what 
mechanisms of change may be contributing to desired outcomes. As a result, some 
studies have begun dismantling the components of TF-CBT (e.g. Deblinger et al., 2011) 
in an attempt to ascertain what impact the various components have on treatment 
outcomes. Nevertheless, thus far research has been sparse in this area and the research 
that is available has yielded disparate results. Additionally, more recently interventions 
that do not include a processing component (e.g. Trauma Affect Regulation: Guide for 
Education and Therapy) have emerged and have demonstrated their ability to reduce 
trauma-related symptoms, particularly among complexly traumatized youth, and these 
treatments raise questions concerning whether trauma narrative and processing 
components are always necessary or indicated (Ford & Hawke, 2012; Ford, Steinberg, 
Hawke, Levine, & Zhang, 2012). Thus far there are limited studies exploring the trauma 
narrative component of TF-CBT, and no studies to date have focused primarily on the 
ways in which gender may impact the creation of trauma narratives.  
 As a whole, this review illustrates that the field is only beginning to unravel the 
potential reasons for disparate responses to treatment. Investigating potential moderators 
of treatment, as well as dismantling treatments to examine the impact of individual 
components on symptoms may both be viable ways to further examine treatment 
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response. Additionally, exploring symptom progression during treatment demands 
consideration of gender given the notable differences found between males and females 
with respect to traumatic stress reactions. Furthermore, after commenting on the current 
state of affairs with regard to evidence-based treatment for youth, Kazdin (2008) 
concludes that in order to address the current gaps in the literature three shifts in 
emphasis are needed. Specifically, he recommends (a) more specifically studying the 
mechanisms of change theorized to be involved in different interventions; (b) 
investigating potential moderators of change; and (c) conducting more qualitative 
research in order to more intensively and systematically study clients’ experiences and in 
order to better appreciate contextual factors (Kazdin, 2008). With these recommendations 
in mind, this study utilized a mixed methods approach and aimed to address this notable 
gap in the literature in order to further determine which treatments work for whom and 
under what circumstances.  
Research Questions and Hypotheses 
The purpose of this study was to examine the progression of posttraumatic stress 
symptoms during the components of TF-CBT and conduct an in-depth exploration of 
trauma narratives created during the course of the intervention, with particular attention 
to any differences that may exist between males and females. Based on this review of the 
literature, the following research questions and sub-questions were posed: 
Research Question 1 
1a) Are there statistically significant reductions in PTSD symptoms from the 
baseline to termination of TF-CBT? 
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1b) Are there statistically significant differences between the PTSD symptom 
scores of males and females from the baseline to termination of TF-CBT? 
Hypotheses for Research Question 1. There is evidence to suggest that girls and 
boys may begin and end treatment with higher symptom levels (Berger et al., 2007; Craig 
& Sprang, 2014; Goenjian et al., 2005) and consequently the following hypotheses were 
proposed: 
 There will be a significant reduction in overall PTSD (H1a), intrusive (H1b),
avoidance (H1c), and arousal (H1d) symptom scores from the baseline to the 
end of treatment for the entire sample. 
 There will be significant differences between males and females in the
overall PTSD (H1e), intrusive (H1f), avoidance (H1g), and arousal (H1h) 
symptom scores from the baseline to the end of treatment, with females 
reporting a higher level of symptoms. 
Research Question 2 
2a) What is the progression of PTSD symptoms, as measured by the UCLA PTSD 
Reaction Index overall score, arousal subscale score, intrusion subscale score and 
avoidance subscale score, during TF-CBT according to the component of treatment? 
2b) Among this sample, do the PTSD symptoms (as measured by the UCLA 
PTSD Reaction Index overall score, arousal subscale score, intrusion subscale score and 
avoidance subscale score) of males and females progress differently through the various 
components of TF-CBT? 
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 Hypotheses for Research Question 2. No studies were located where symptom 
progression was analyzed during the course of treatment and this limits the ability to 
make well-informed hypotheses regarding the nature of symptom progression for the 
entire sample as well as separately for males and females. Nevertheless, based on prior 
efficacy and effectiveness studies it is expected that there will be a general decrease in 
symptoms from baseline to the end of treatment; however, there is not sufficient research 
available to hypothesize about the trajectory of symptoms during treatment. Thus, no 
specific hypotheses are offered in regards to research Question 2.  
Research Question 3  
 3a) Are there statistically significant differences between the UCLA PTSD 
Reaction Index overall PTSD score, arousal subscale score, intrusion subscale score and 
avoidance subscale score of males and females at any particular phase of TF-CBT 
treatment?  
 3b) For those phases where statistically significant symptom score differences are 
identified between males and females, does sexual violence history moderate this 
relationship? 
 3c) For those phases where statistically significant symptom score differences are 
identified between males and females, does age moderate this relationship?  
 There is evidence to suggest that girls and boys may begin and end treatment with 
higher symptom levels (Berger et al., 2007; Craig & Sprang, 2014; Goenjian et al., 2005), 
as well as evidence to suggest that males and females may perceive and cognitively 
appraise their traumatic events differently. Following from this line of reasoning, it is 
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plausible to conclude that males and females may exhibit different symptom severity 
levels during the trauma narrative phase of treatment. There is also evidence to suggest 
that age and whether or not there is a history of sexual violence may moderate the 
relationship between PTSD symptoms and gender, but it is unclear what if any impact 
treatment may have on this relationship. Lastly, it is also important to note that the 
relationship between gender and posttraumatic stress symptoms is transactional, rather 
than a one-way relationship. That is, while gender may influence the expression of 
posttraumatic stress symptoms, symptoms may also influence gender expression. 
Consequently, the following hypotheses were posed, and the conceptual model is 
outlined in Figure 3.01:  
 Significant differences will be found between the overall PTSD (H3a), 
intrusive (H3b), avoidance (H3c), and arousal (H3d) symptom scores of males 
and females at the baseline of treatment, with females endorsing higher levels 
of symptoms.  
 Significant differences will be found between the overall PTSD (H3e), 
intrusive (H3f), avoidance (H3g), and arousal (H3h) symptom scores of males 
and females at the trauma narrative component of treatment, with females 
reporting higher levels of PTSD symptoms.  
 Significant differences will be found between the overall PTSD (H3i), 
intrusive (H3j), avoidance (H3k), and arousal (H3l) scores of males and 
females at the end of treatment, with females endorsing higher levels of 
symptoms.   
128 
 
 Sexual violence history will moderate the relationship between gender and 
overall PTSD (H3m), intrusive (H3n), avoidance (H3o), and arousal (H3p) 
symptom scores of males and females at the beginning of treatment.  
 Age will moderate the relationship between gender and overall PTSD (H3q), 
intrusive (H3r), avoidance (H3s), and arousal (H3t) symptom scores of males 
and females at the beginning of treatment. Specifically, significant 
differences will exist between the symptoms of older females and males (e.g. 
ages 13-18), but not among younger (e.g. ages 7-12) males and females.   
Research Question 4 
 As noted, TF-CBT is a phase-based intervention that includes several 
components. In accordance with the underlying theories of the intervention outlined in 
chapter 2, the trauma narrative and processing components of the intervention are 
theorized to play a primary role in symptom reduction. As a result, this final research 
question involves exploring the narratives of both males and females and posits:  
 4a) What similarities exist in the trauma narratives of boys and girls in regards to 
the way they appraise and make meaning of their traumatic events?  
 4b) What differences exist between the trauma narratives of males and females? 
 This research question will be addressed through the use of qualitative methods 
and consequently no specific hypotheses are postulated. 
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Figure 3.01. Conceptual Model of Moderator Analyses.  
Gender 
UCLA PTSD-RI symptom severity 
scores at baseline, during phases of 
TF-CBT, and at termination  
Sexual 
Violence 
Age 
Within Context of TF-CBT 
Age X 
Gender 
Sexual Violence 
X Gender 
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Chapter 4 
Methodology 
This chapter provides an overview of the methodology utilized in this study. First, 
a rationale for the use of mixed methods is provided as well as an explication of the type 
of mixed methods approach that will be utilized. Next, the quantitative analytic plan is 
delineated, which includes information about the sample, the conceptual and operational 
definitions of both the dependent and independent variables, data collection procedures, a 
description of the measures being used, and an overview of the statistical analyses that 
will be employed. Attention then shifts to the qualitative data analytic plan and 
information is provided about the study design, sampling selection and criteria, data 
collection procedures, as well as the specific type of qualitative analysis being 
undertaken, followed by an outline of data integration techniques. 
Why Mixed Methods? 
Although there is a long tradition of utilizing qualitative methods in mental health 
research, qualitative approaches have been regarded by some as less rigorous than 
quantitative methods and limited in their ability to address the problems and needs of the 
field (Hopper, 2008; Robins et al., 2008). Conversely, quantitative methods sometimes 
offer a limited understanding of the context of participants (Creswell, 2015). These issues 
in conjunction with the diverse and complicated problems facing the mental health field 
have led to an emphasis on developing new methodologies to improve the depth, quality 
and scientific power of data (Klassen, Creswell, Plano Clark, Clegg Smith, & Meissner, 
2012). This prioritization of methodological development has contributed to growing 
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interest in the use of mixed methods research (Klassen et al., 2012; Palinkas, 2014) and 
scholars have pointed out the benefits of these approaches, particularly in the field of 
mental health and trauma research (e.g. Creswell & Zhang, 2009; Kazdin, 2008; Palinkas, 
2014). Indeed, researchers have increasingly utilized mixed methods approaches and they 
are now considered a legitimate, stand-alone research designs rather than the use of both 
quantitative and qualitative methods (Creswell, 2015; Hanson, Creswell, Plano Clark, 
Petska, & Creswell, 2005). The growing use of these approaches is evidenced in a review 
of National Institute of Health (NIH)-funded studies that found a substantial increase in 
the use of the words “mixed methods” and “multimethods” in abstracts from 1996 to 
2010 (Plano Clark, 2010). Furthermore, in recognizing the limited guidance available to 
investigators interested in utilizing mixed methods, in 2011 NIH published best practice 
guidelines (NIH, 2011) to further develop this methodological approach.  
 Mixed methods designs provide both methodological and theoretical advantages. 
From a theoretical perspective, the use of both qualitative and quantitative methods 
enable researchers the opportunity to explore questions and problems that may have 
varying epistemological and theoretical perspectives, whereas from a methodological 
standpoint they allow researchers to utilize multiple types of evidence to answer a broad 
range of research questions (Klassen et al., 2012). In fact, Creswell (2015) notes that a 
key premise of mixed methods designs is that when the two methodologies are used in 
tandem the collective strength of both approaches can provide a more nuanced and 
deeper understanding of the issue compared to when either method is used alone. 
Importantly, however, the use of mixed methods is not simply the collection of both 
qualitative and quantitative data, nor is it simply the addition of one approach to the 
132 
 
other, but rather it is the integration of both types of data (Creswell, 2015). In fact, this 
concept of integration separates current and emerging views on mixed methods from 
earlier perspectives in which researchers collected both forms of data but analyzed and 
presented them separately rather than using systematic investigative procedures (NIH, 
2011). For the purposes of this study, mixed methods research is defined as “the 
collection or analysis of both quantitative and qualitative data in a single study in which 
the data are collected concurrently or sequentially, are given a priority, and involve the 
integration of the data at one or more stages in the process of research” (Creswell, Plano 
Clark, Gutmann, & Hanson, 2003, p. 212).  
 Mixed Methods Designs. There are several basic considerations when 
determining the type of mixed method design. First, the decision to utilize mixed 
methods should be informed by the theoretical or conceptual orientation and ‘make 
sense’ in terms of the research questions (Klassen et al., 2012). Additionally, the study’s 
purpose and aims help to inform important choices that need to be made with regard to 
the use of a fixed or emergent design; the timing of data collection and analysis (e.g. 
sequential or concurrent); whether there is equal or unequal priority to the two types of 
data; and whether the mixing of data will take place at the data collection, data analysis 
or data interpretation stage of the research process (Klassen et al., 2012).  
 Within mixed methods research several design typologies have been developed 
and discussed within the literature, and four major types are most frequently discussed: 
convergent (sometimes referred to as concurrent) designs, explanatory sequential designs, 
exploratory sequential designs and embedded designs (e.g., see Creswell, 2015; Creswell 
& Plano Clark, 2007; Creswell & Zhang, 2009). Convergent designs involve the separate 
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but concurrent collection and analysis of both qualitative and quantitative data with the 
intent to merge the results of both analyses into one set of data (Creswell, 2015). 
Typically, in these designs equal priority is placed on both types of data (Creswell, 2015). 
Explanatory sequential designs first study a problem with quantitative methods (referred 
to as a strand) and then based on the findings follow up with a qualitative method strand 
to further explain and contextualize the quantitative results (Creswell, 2015). These 
designs are often emergent in that the qualitative strand develops in response to the 
findings of the quantitative strand (Klassen et al., 2012). Alternatively, the intent of an 
exploratory sequential design is to first investigate a problem via qualitative methods, 
then based on the results develop an instrument or intervention, and finally utilize 
quantitative methods to assess the instrument or intervention (Creswell, 2015).  
 Last, an embedded design involves nesting one method within a larger study that 
employs the other method (Creswell & Zhang, 2009). The embedded design is the newest 
methodology to be developed and consequently is less delineated compared to the others, 
and there remains some disagreement about conceptual development (Plano Clark et al., 
2013). For example, whereas Creswell and Zhang (2009) suggest that embedded designs 
can include both concurrent and sequential approaches, Greene (2007) has limited 
embedded designs to concurrent data collection and analysis. Nevertheless, embedded 
designs are typically defined as having “unequal priority in terms of the relative 
importance of the quantitative and qualitative components for addressing the study’s 
research questions” (Plano Clark et al., 2013, p. 223). This type of approach is often 
utilized in experimental designs where the overarching study uses quantitative methods, 
but then qualitative methods are nested within the larger study to augment the 
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quantitative findings (Plano Clark et al., 2013, p. 223). For example, researchers might 
conduct a randomized controlled trial of a new intervention that they examine using 
quantitative methods and then also conduct qualitative interviews with a subset of 
participants to better understand their experiences during the intervention. In this way, the 
qualitative findings are secondary to and nested within the larger quantitative study. 
 Given that mixed method approaches are growing so rapidly in popularity, it is 
imperative to emphasize that the research methods chosen are always secondary to the 
study aims, and the conceptual orientation and research questions should ultimately drive 
the methodology and analyses that are chosen (NIH, 2015). Research methods must fit 
the problem or question and mixed methods should only be utilized when quantitative or 
qualitative approaches alone are “inadequate to develop multiple perspectives and a 
complete understanding about a research problem or question” (NIH, 2011, p. 6). In 
short, content should be prioritized over methods (Creswell, 2015).  
Embedded Sequential Design 
 The purpose of this study was to examine and explore the progression of 
traumatic stress related symptoms during the course of TF-CBT with particular attention 
to any differences that may exist between males and females. Additionally, the study 
aims as outlined in chapter 1 were:  
(1) Examine the progression of posttraumatic stress symptoms during the various 
components of TF-CBT 
(2) Assess whether symptoms progress through the components of TF-CBT 
differently for boys and girls 
135 
 
(3) Examine whether (a) sexual violence history or (b) age moderates any symptom 
differences identified between males and females at individual phases of TF-CBT 
(4) Explore the trauma narratives of boys and girls  
 A mixed methods design was most suitable for this study’s overall purpose for 
several reasons. First, it follows logically from the research questions. Specifically, an 
investigation of the symptom progression of youth during TF-CBT, an examination of 
differences that may exist between males and females, and an investigation of whether 
age or sexual violence history moderates the relationship between symptom severity and 
gender at various components of TF-CBT all demand a quantitative approach. However, 
exploring how males and females appear to make meaning of their traumatic experiences 
during the trauma narrative stage of treatment suggests a qualitative approach. In this 
way, the use of both approaches is complementary and the qualitative findings served to 
augment the findings from the quantitative analyses. Utilizing a mixed methods approach 
enabled a more complete understanding of the problem than what would be afforded by 
the use of qualitative or quantitative methods alone. Thus, a mixed methods design 
enables exploration of the experiences of males and females alongside an examination of 
symptom progression and those factors that may influence symptom trajectories during 
treatment.  
 Furthermore, an embedded sequential design was utilized. The use of this mixed 
methods design was indicated because the majority of the study aims suggested the use of 
a quantitative approach, while qualitative methods were best suited to address one aspect 
of the overall study. In this way, the qualitative component of the study is nested within 
the quantitative component and there is unequal priority of the data in terms of the overall 
136 
 
study aims. Additionally, an emergent as opposed to fixed design (Klassen et al., 2012) 
was utilized in that the methods were not rigidly predetermined to allow the qualitative 
data collection and analysis to be informed by the quantitative findings. Furthermore, this 
study utilized a sequential design because the qualitative sampled was selected and 
analyzed after the quantitative analysis. In accordance with embedded designs, data 
integration or the point where the mixing of the two forms of data occurs took place 
during the data interpretation stage of the research process. Figure 4.01 provides an 
illustration of the embedded sequential design as it applies to the specific research 
questions. As the illustration demonstrates, the first three research questions necessitated 
quantitative methodology while the last research question indicated the use of qualitative 
methodology. This last question is nested within the larger study and seeks to answer one 
aspect of the overall study’s purpose.   
Phase One: Quantitative Strand 
 The quantitative components of the study will now be outlined. As Figure 4.01 
depicts, quantitative approaches were utilized to address the first three research questions. 
As such, this section provides an overview of the sample, the data collection and 
procedures, measures, and statistical analyses employed to address research questions 
posed.  
 Sample. This mixed methods study utilized data gathered from a clinical database 
of youth who received trauma-related services between 2008—2015 at a university based 
child trauma treatment clinic located in the southeastern region of the United States 
(Grant:   1U79SM063092-01, Sprang-PI). Youth ages 7-18 who had completed TF-CBT 
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and had at valid baseline and termination UCLA PTSD-RI scores were selected yielding 
a total sample size of 138 with a mean age of 11.21 years (SD = 3.09). All youth included 
in the sample completed baseline assessments with trained clinicians that included 
clinical interviews with the child and caregiver and the administration of psychometrics 
that assessed current symptoms, behavior and functioning. Youth were deemed 
appropriate for TF-CBT if they had experienced at least one potentially traumatic event 
and presented with traumatic stress-related symptoms at intake.  
 Dependent Variables. Measures of posttraumatic stress symptoms were utilized 
as the dependent variables for this study. It is important to note that studies have 
demonstrated that traumatic stress reactions in youth can extend outside the PTSD 
diagnosis, especially in cases of polyvictimization and complex trauma (Briere et al., 
2008; Cloitre et al., 2009; Hodges et al., 2013; van der Kolk et al., 2005). However, the 
decision was made to focus only on PTSD symptoms within this study in an effort to 
maintain conceptual clarity, and because the vast majority of research thus far has 
conceptualized and operationalized traumatic stress reactions as posttraumatic stress 
symptoms. Furthermore, much of the research examining gender-based differences in 
treatment response and rates of PTSD have measured overall PTSD symptoms, and very 
few have examined variations in individual symptom clusters. As a result, a higher level 
of specificity was chosen over greater breadth. Thus, the dependent variables include 
measures of overall posttraumatic stress symptoms, arousal symptoms, avoidance 
symptoms, and intrusive symptoms.   
 Overall PTSD Symptoms. For the purposes of this study, posttraumatic stress 
symptoms was conceptually defined as those reactions manifesting in response to a 
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traumatic event(s) including symptoms of intrusion, avoidance, alterations in arousal, and 
associated affective and cognitive features. Furthermore, this variable was operationally 
defined as the T-scores on the University of California Los Angeles Post-traumatic Stress 
Disorder Reaction Index (UCLA PTSD-RI DSM IV-TR) overall PTSD scale.  
 Intrusive Symptoms. Intrusive symptoms were conceptualized as symptoms of 
posttraumatic stress that can include various forms of re-experiencing such as distressing 
memories, intrusive thoughts, recurrent and distressing dreams or nightmares, flashbacks, 
emotional distress to traumatic reminders, and/or physiological reactions to traumatic 
reminders. Additionally, intrusive symptoms can manifest differently in children and can 
also include reenactment in play, nonspecific nightmares and intense emotional reactions. 
This variable was operationalized as the T-scores on the Intrusive scale of the UCLA 
PTSD-RI.   
 Avoidance Symptoms. For the purposes of this study, avoidance symptoms were 
conceptualized as emotional or behavioral efforts to avoid internal or external reminders 
of the traumatic events. Emotional avoidance can include avoiding distressing thoughts, 
feelings and/or memories associated with the traumatic event(s), as well as employing 
emotional numbing and other similar coping mechanisms to distance oneself from the 
distressing thoughts, feeling and /or memories. Behavioral avoidance includes changing 
one’s behavior to avoid external reminders of the traumatic event(s). This variable was 
operationalized as T-scores on the avoidance scale of the UCLA PTSD-RI.  
 Arousal Symptoms. Arousal symptoms were conceptualized as those symptoms 
that suggest alterations in arousal and/or reactivity and includes symptoms such as 
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irritable behavior, angry outbursts, reckless or self-destructive behavior, hypervigilance, 
an exaggerated startle response, concentration problems, and sleep disturbance. 
Additionally, arousal also includes extreme temper tantrums in children. This variable 
was operationalized as T-scores on the arousal scale of the UCLA PTSD-RI. 
 Independent Variables. 
 Gender. For this study, gender was conceptualized as the social and cultural 
expression and experience of being male, female, or transgender. Participants self-
identified their gender during the intake process (male, female, transgender, and other 
with a space to elaborate) and this information was collected from the baseline 
assessment forms. No participants within the sample identified as transgender.      
 Age. Age was operationalized as the chronological age of the youth at the time of 
their baseline assessment. This information was taken from the baseline assessment forms 
completed by the youth’s clinician. For the purposes of this study, age was divided into 
two groups: youth ages 7-12 and youth ages 13-18.   
 Sexual Violence. Children can potentially experience a variety of trauma types, 
and several different types of traumatic events are outlined on the baseline assessment 
forms completed by clinicians. Clinicians complete a trauma history during the intake 
process and indicate yes, no, suspected or unknown for each trauma type. For this study, 
children were considered to have experienced sexual violence if clinicians marked ‘yes’ 
for either sexual maltreatment/abuse or sexual assault/rape per the NCTSN general 
trauma form that is completed during the intake process. On these forms, sexual 
maltreatment/abuse is defined as actual or attempted sexual molestation, exploitation or 
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coercion by someone in a caregiving role whereas sexual assault/rape is defined as actual 
or attempted sexual molestation or coercion by someone not in a caregiving role.   
 Measures. 
 University of California Los Angeles Post-traumatic Stress Disorder Reaction 
Index (UCLA PTSD-RI). The UCLA PTSD-RI is a child self-report instrument designed 
to measure trauma-related symptoms in children ages 7-18. The UCLA PTSD-RI is a 48 
item questionnaire that assesses the diagnostic criteria of Post-Traumatic Stress Disorder 
(PTSD) as outlined in the revised fourth edition of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-IV-TR), as well as two other associated symptoms: guilt and 
fear of traumatic event’s reoccurring (Pynoos, Rodriguez, Steinberg, Stuber, & Frederick, 
1998). The UCLA PTSD-RI consists of three parts. In part I, a brief review of the 
traumatic experience helps the child recall details of the traumatic event(s) related to 
Criterion A1 of the PTSD diagnosis. Part II includes “yes” or “no” questions related to 
the traumatic event(s) per criteria A1 and A2 of the PTSD diagnosis. Part III includes 22 
items that ask about the frequency of PTSD symptoms during the past month rated on a 
Likert-type scale ranging from 0 (none of the time) to 4 (most of the time). Twenty of the 
items included in part III map directly to the DSM-IV-TR PTSD symptoms associated 
with Criterion B (intrusion), Criterion C (avoidance/numbing) and Criterion D (arousal), 
while the remaining two items assess the associated features mentioned above. Scores are 
calculated for each individual criterion as well as overall PTSD score based on responses 
to part III of the questionnaire. Scores on the overall PTSD scale range from 0 to 68, and 
a cut-off value of 38 for single incident traumatic exposure has a sensitivity of 0.93 and 
specificity of 0.87 in detecting PTSD (Rodriguez, Steinberg, Saltzman, & Pynoos, 2001). 
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Additionally, scores in the upper 20s indicate substantial levels of posttraumatic stress 
reactions that are appropriate for intervention (Rodriguez et al., 2001). For the symptom 
domain subscales, scores range from 0-20 on the intrusive and arousal scales, and from 0-
28 on the avoidance scale. No cut-off values are identified for these subscales. 
Additionally, the measure has a test-retest reliability coefficient of 0.84, and an internal 
consistency (per Cronbach’s alpha) of 0.90, suggesting good internal consistency 
(Roussos et al., 2005). The DSM-IV-TR version has also shown good convergent validity 
as illustrated by moderately high correlations of 0.70 with the PTSD Module of the 
Schedule for Affective Disorders and Schizophrenias for School-Age Children 
(Epidemiologic version) and 0.82 with the Child and Adolescent Version of the 
Clinician-Administered PTSD scale (Roussos et al., 2005).  
 Data Collection Procedure. As noted, this study utilized a subset of data 
stemming from a clinical database of youth who have received TF-CBT. Children were 
referred to services by caregivers or community mental health, medical, child welfare, 
school professionals, or the court system. All referrals underwent a screening process to 
assess whether or not they are appropriate for services. Youth were deemed appropriate 
for an initial intake assessment if they have experienced at least one traumatic event and 
there is evidence to suggest they are experiencing traumatic stress-related symptoms. All 
services were grant-funded.  
 During the intake process, the legal guardians of all children included in the 
sample consented to participate in research, and assent was obtained from children ages 
six and older. In cases where children resided in foster care, consent was obtained from 
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foster providers in addition to the State. Children were referred and accepted into TF-
CBT treatment if they presented with symptoms of posttraumatic stress.  
 Cross-sectional data is collected by a licensed clinician, or supervised master’s or 
doctoral level intern during the intake process, every three months during treatment, at 
the completion of treatment, and every three months post-treatment for up to one year. 
All providers receive training and instruction in TF-CBT, case conceptualization, 
psychometric measures and the administration of assessment forms prior to involvement 
with participants, as well as participate in ongoing supervision and/or consultation 
specific to the treatment modality.  
 Clinicians complete baseline, re-assessment and post-treatment forms with 
children and their caregivers at intake and then every three months during treatment. 
These forms are those utilized by members of the National Child Traumatic Stress 
Network (NCTSN) and clinicians receive training in how to complete the forms in order 
to maximize the inter-rater reliability of the data collected. The information collected on 
these forms includes trauma history, family history, history of child welfare involvement, 
demographical information, prior mental health and medical treatment, functioning in 
various domains (e.g. school, home, etc.) and caregiver assessment of child’s functioning. 
Age-appropriate psychometric measures are also administered at each data collection 
point to help assess symptomatology and guide clinical decision making. The scales and 
subscales from these measures along with the information obtained from the forms 
mentioned above were all entered into the resulting clinical database from which the 
sample for this study will be drawn. After the initial subset of the larger database was 
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extracted, these data collection time points were then mapped to the component of 
treatment the youth was in at each re-assessment period.   
 TF-CBT. As discussed previously, TF-CBT is an empirically-supported trauma-
focused intervention for youth ages 3-18 who are experiencing emotional and/or 
behavioral difficulties associated with exposure to a wide-range of traumatic events. TF-
CBT is a phase-based intervention that includes the following components: 
Psychoeducation and Parenting skills, Relaxation skills, Affective expression and 
modulation, Cognitive coping and processing I and II, Trauma narrative, In vivo mastery 
of trauma reminders, Conjoint child-parent sessions, and Enhancing safety and future 
development (Cohen et al., 2006). TF-CBT typically lasts 12-20 sessions, and the 
components are delivered sequentially, although later components build off of the 
information and skills developed in earlier sessions. During the trauma narrative phase of 
treatment, which typically begins about one third of the way through treatment, youth 
develop a trauma narrative, which involves the youth creating a written or drawn 
narrative of the traumatic events they experienced. These narratives include information 
specific to the events, but also focus on the thoughts and feelings the youth had before, 
during and after the events occurred. For children who have experienced chronic 
exposure to multiple types of traumatic events there is flexibly in how the narrative is 
constructed so that it maximally benefits the child. The length of trauma narratives can 
vary widely according to age and narrative ability; however, narratives generally range 
from 300 – 1000 words.  
 
144 
Quantitative Data Analytic Plan 
For ease of interpretation, each research question and accompanying sub-
questions are listed below followed by an outline of the associated data analytic plan. 
Research Question 1. 
1a) Are there statistically significant reductions in PTSD symptoms from the 
baseline to termination of TF-CBT? 
1b) Are there statistically significant differences between the PTSD symptom 
scores of males and females from the baseline to termination of TF-CBT? 
In order to examine these questions, two-way mixed ANOVAs were conducted 
for each of the outcome measures (UCLA PTSD-RI overall, arousal, avoidance, and 
intrusion) with baseline and termination scores entered as the within-subjects factor and 
gender as the between-subjects factor. A priori power analysis utilizing G*Power 3.1.9.2 
indicated that the following sample sizes were sufficient to detect a medium effect with 
80 percent power (p = .05): between factors = 98, within factors = 34, within-between 
interaction = 34. Data was screened prior to execution of analysis to determine whether 
the assumptions of the test were fulfilled. The between subjects factor (gender) met the 
independence of observations assumption. Data were assessed with regard to normality 
through the use of multiple descriptive statistics, as well as the Kolmogorov-Smirnov test 
using a significance level of .05. Prior to carrying out the model, homogeneity of 
variance and covariance matrices for each combination of the groups of the two factors 
was assessed. Any violations of assumptions and subsequent attempts to rectify violations 
are noted. 
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Research Question 2. 
2a) What is the progression of PTSD symptoms (overall, arousal, intrusion, and 
avoidance) during TF-CBT according to the component of treatment? 
2b) Among this sample, do the PTSD symptoms of males and females progress 
differently through the components of TF-CBT?  
To answer these research questions, UCLA PTSD-RI scores (overall, arousal, 
avoidance and intrusion) for the total sample and then for males and females separately 
were mapped according to the component of treatment the child was in at the data 
collection time point.   
Research Question 3. 
3a) Are there statistically significant differences between the PTSD symptoms 
scores of males and females at any particular phase of TF-CBT treatment? 
3b) For those phases where statistically significant symptom score differences are 
identified between males and females, does sexual violence history moderate this 
relationship? 
3c) For those phases where statistically significant symptom score differences are 
identified between males and females, does age moderate this relationship? 
For the purposes of these analyses, the components of treatment were divided into 
five separate phases that conceptually align with the components of TF-CBT: (a) 
baseline, (b) PRAC skills, (c) development of trauma narrative, (d) processing and 
integration, and (e) successful termination. In cases where youth had more than one 
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symptom score for the combined components, the data from the last component was 
used. For example, if a youth had scores from both the relaxation and affect expression 
and modulation components of treatment, scores from the affect expression and 
modulation component were utilized. The PRAC skills phase includes the 
psychoeducation and parenting skills, relaxation, affect expression and modulation, and 
cognitive coping and processing I components of TF-CBT. In these components the 
emphasis is on stabilization, and the focus of sessions is to assist the youth in developing 
an understanding of their own thoughts, feelings and behaviors as well as on helping 
them to develop coping skills to manage symptoms. In the trauma narrative component 
the focus shifts to more direct discussion of the traumatic events and the youth creates a 
trauma narrative depicting those events that have negatively impacted the youth. The 
creation of the narrative serves as a mechanism of gradual exposure to distressing 
thoughts and feelings related to the events as well as provides the foundation for the 
processing that subsequently occurs. Lastly, the processing and integration phase includes 
the cognitive coping and processing II, in vivo mastery of trauma reminders, conjoint and 
enhancing future safety and development components. In this final phase of treatment the 
focus again shifts to processing the thoughts and feelings associated with the traumatic 
events, and reframing or correcting inaccurate or unhelpful cognitions regarding the 
traumatic experiences with particular attention on how it may have affected the youth’s 
thoughts regarding self, the world and others. It is during this phase where youth also 
may engage in in vivo exposure to trauma reminders and share their narratives with 
supportive caregivers. This phase aims to help the youth to integrate past negative 
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experiences into their larger sense of self while also helping to promote a normal 
developmental trajectory and impart safety skills.  
 For each phase of TF-CBT, two separate 2 X 2 factorial ANOVAs were 
conducted to determine whether (a) sexual violence history or (b) age moderates the 
relationship between gender and symptom severity for each of the identified dependent 
variables (e.g. UCLA PTSD-RI overall, arousal, avoidance, and intrusion scores). A 
priori power analysis utilizing G*Power 3.1.9.2 indicated that a sample size of 52 was 
sufficiently large to detect a large effect with 80 percent power (p = .05), while a sample 
size of 124 was sufficiently large to detect a medium effect with 80 percent power (p = 
.05). Data were screened prior to execution of the 2 X 2 ANOVAs to determine whether 
the assumptions of the test were fulfilled. All factors (sexual violence history, gender, 
age) met the independence of observations assumption. Data was assessed with regard to 
normality through the use of multiple descriptive statistics, as well as the Kolmogorov-
Smirnoff test using a significance level of .05. Descriptive statistics, effect sizes and line 
plots were generated to assess variance, main and interaction effects, the strength of 
relationships, and to aid in interpretation of analyses.  
Phase 2: Qualitative Strand  
 Sample Selection. A purposive sample of boys and girls were selected for the 
qualitative strand of the study. Sampling criteria was as follows: youth must (1) have 
been 7-18 years of age at intake, (2) have successfully completed TF-CBT; and (3) have 
completed a trauma narrative that was retained by the clinic. Qualitative sample selection 
also sought to identify youth who represented the profile of the larger quantitative 
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sample. Initially, all trauma narratives that met the sample criteria were reviewed and 
participants were then selected until data saturation was achieved. This yielded a total 
sample of 16, with eight males and eight females. 
Data Collection. During the course of TF-CBT treatment youth construct a 
trauma narrative in concert with the clinician. These narratives are developed in a 
developmental appropriate manner and can include a mixture of written text and artwork 
(e.g. drawing, collages, paintings, etc.). The purposive sample was drawn from these 
narratives. Additionally, the trauma narrative component of treatment is an iterative 
process. Youth create their narratives outlining their traumatic experiences and then work 
to add additional details and identify the thoughts and feelings associated with those 
experiences. For youth who have experienced multiple types and incidences of trauma 
the trauma narrative is structured in such a way that enables to processing of each type of 
abuse and/or specific incidences that appear to be contributing to their symptoms and 
behaviors. Narratives can be structured in a chronological manner, include different 
sections for the various types of maltreatment, and/or include different sections for the 
various perpetrators of their traumatic experiences. In short, the needs of the individual 
youth guide this process and the narrative is structured in a manner that enables 
subsequent processing. These narratives are then continually processed through the 
cognitive processing phase of treatment, and at times additional information is added to 
reflect altered cognitions and beliefs regarding self, the world and others, and/or to 
acknowledge changes in symptoms and life circumstances. For example, a narrative may 
indicate self-blame for their maltreatment (e.g. I did something to cause the abuse, I 
thought it was my fault) in the initial phases, but during the iterative process youth may 
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add statements qualifying or reframing their initial thoughts and feelings about their 
maltreatment (e.g. now I know it was not my fault, I don’t have nightmares anymore, 
now I feel safe, etc.). At times youth infuse this information throughout the narrative, but 
there is also frequently a concluding chapter of the narrative where they reflect on what 
they have learned, comment on altered cognitions, identify changes in behavior and/or 
symptoms, and indicate their hopes and plans for the future. The trauma narratives 
selected for this study were the final products of this process. 
Qualitative Data Analytic Plan 
 The qualitative strand of this study involves the fourth and final research question.   
Research Question 4 
 4a) What similarities exist in the trauma narratives of boys and girls in regards to 
the way they appraise and make meaning of their traumatic events?  
 4b) What differences exist in the trauma narratives of boys and girls?  
 This study utilized thematic analysis as a way to study the trauma narratives of 
boys and girls because it offers a method that is accessible to a novice qualitative 
researcher, and because it is theoretically flexible (Braun & Clarke, 2006). Thematic 
analysis is a method for identifying and analyzing patterns within data (Braun & Clarke, 
2006). Themes can be identified in multiple ways, but this study took an inductive 
approach, whereby themes were identified based on the emerging data, an approach that 
“bears some similarity to grounded theory” (Braun & Clark, 2006, p. 83).  Further, 
themes that are identified only within the explicit meaning of the data are considered 
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semantic themes, whereas latent thematic analysis begins to identify underlying ideas and 
conceptualizations that may be molding the semantic content of the data (Braun & Clark, 
2006).  This study sought to identify both semantic and latent themes. 
To facilitate the thematic analysis process, the six steps proposed by Braun and 
Clarke (2006) were followed, which includes: (1) familiarizing oneself with the data by 
reading and re-reading the data and noting down initial ideas; (2) generating initial, open 
codes in an iterative, evolving process; (3) searching for themes by collating codes into 
potential themes and collating relevant data; (4) reviewing themes to determine whether 
they work in relation to coded extracts and the entire data set; (5) defining and naming 
themes through ongoing analysis to refine the specifics of each theme; and (6) producing 
the report and selecting appropriate examples to illustrate themes (p. 87). Memo writing 
was also used to encourage reflexivity, map the research process, extract meaning from 
the data, maintain momentum and focus, and in an effort to encourage transparency in 
thought process (Birks, Chapman & Francis, 2007).        
Ryan and Bernard (2003) identify several techniques to help identify themes, and 
several of these were utilized to aid in the data analysis process. Specifically, the scrutiny 
techniques of repetition and similarities and differences were utilized.  Repetition is 
perhaps the most obvious way to identify themes and involves looking for topics, words 
or phrases, and ideas that reoccur (Ryan & Bernard, 2003).  Similarities and differences 
is a technique similar to what Glaser and Strauss (1967) called the constant comparison 
method, which involves looking for similarities and differences “by making systematic 
comparisons across units of data” (p. 91). This approach enables the research to explore 
the complexity and variation within and between different themes, and was particularly 
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helpful in identifying differences between the narratives of males and females. 
Additionally, the processing technique of cutting and sorting was employed to identify 
themes and organize data in a manageable way (Ryan & Bernard, 2003).   
Data Integration 
Integration, or the mixing of results from the two strands of analysis, occurred 
during the interpretation phase of this study. Once the results from both the qualitative 
and quantitative strands were completed the focus shifted to looking at both sets of data 
in tandem. In line with an embedded sequential design, particular attention was focused 
on how the qualitative data findings contextualized the findings from the quantitative 
analyses. 
152 
Figure 4.1. Embedded Mixed Methods Design. 
QUAN = quantitative data collection and analysis; qual = qualitative data collection and analysis. 
Uppercase letters indicate primary priority; lowercase letters indicate secondary priority 
QUAN 
Research Questions 1, 2, and 3 
 
 
qual 
Research 
Question 4 
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Chapter 5 
Results 
In accordance with mixed methods research, findings are presented in several 
parts. First, the quantitative results are presented, followed by a summary of quantitative 
findings. Next, the qualitative results associated with the fourth research question are 
presented and then summarized. Finally, the results from both strands are summarized 
and integrated to discern how the qualitative findings help to inform and contextualize 
the quantitative findings. 
Quantitative Strand 
PASW 22.0 was utilized for data analysis of the quantitative research questions. 
Youth ages 7-18 who had completed TF-CBT and had valid baseline and termination 
UCLA PTSD-RI scores were selected from the larger dataset. This subset of data was 
then visually inspected to identify missing data and/or potential data entry errors. Data 
collection occurred during baseline, termination and every three months during treatment, 
and these in-treatment data collection time points were then mapped to the component of 
treatment the youth was in at each re-assessment period. Univariate analyses were 
conducted to provide a deeper understanding of the sample and to examine the factors 
and dependent variables. Bivariate analyses were then executed to examine relationships 
between the independent and dependent variables and other potentially important 
variables of interest. 
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Data Screening and Preliminary Analyses 
Univariate Analysis of Variables. As Table 5.01 outlines, the sample (N = 138) 
included slightly more females (58.0%) than males (42.0%) and the majority of 
participants self-identified as White/Caucasian (84.4%), while 28.0% identified as 
African American/Black (participants could self-identify more than one race). 
Additionally, 5.1% of youth identified their ethnicity as Hispanic or Latino. As 
mentioned, the mean age of participants was 11.21 (Median = 11.0, SD = 3.09). When 
the sample was broken into the two age groups to be utilized for future analyses in 
regards to research question 3, 64.5% (n = 89) were 7-12 years old and 35.5% (n = 49) 
were 13-18 years old. At the time of the baseline assessment, slightly over half of the 
sample (52.9%) were in the custody of the state and in foster care, 29.0% were in the 
custody of a biological parent, 7.2% resided with an adoptive parent, and 10.9% were in 
the custody of a relative. 
The sample was polytraumatized and had experienced an average of 4.78 (SD = 
2.33) different trauma types. As Table 5.02 illustrates, youth included in the sample 
experienced various forms of child maltreatment. Specifically, 71.5% were exposed to 
impaired caregiving, 67.2% experienced neglect, 65.0% were exposed to domestic 
violence, 55.5% suffered physical abuse, and 48.2% experienced 
emotional/psychological maltreatment. 
With regard to sexual violence, as Table 5.03 illustrates nearly 40% of the total 
sample experienced sexual abuse (39.1%, n = 54), while approximately 17 percent were 
sexually assaulted (17.4%, n = 24), and 9.4% (n = 13) of the sample experienced both 
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sexual abuse and sexual assault. In total, 47.01% of the sample (n = 65) experienced 
some form of sexual violence. 
 Bivariate Analysis of Variables. Prior to execution of the analyses associated 
with the research questions, bivariate analyses were conducted to better understand the 
sample and to examine potential relationships between the independent variables, as well 
as possible relationships between the independent variables and other potentially relevant 
variables in the dataset, namely the number of trauma types experienced, legal guardian, 
and race. For the purposes of these analyses race was transformed into a dichotomous 
variable of white and non-white in order to have adequate cell sizes. Additionally, 
because age was to be utilized as a categorical variable during subsequent analyses, it 
was recoded into two age groups (7-12 and 13-18) to explore relationships with other 
variables of interest.    
 Gender. First, no statistically significant differences were found between males 
and females with regard to their legal guardian, χ2 (3, N = 138) = 3.725, p = .293. 
Statistically significant differences were also not observed between males and females 
who did or did not identify as Caucasian/white, χ2 (1, N = 138) = 2.28, p = .131. A 
statistically significant difference was not found between males and females with regard 
to the number of trauma types they had experienced (t (135) = -0.465, p = .643). 
Specifically, males experienced a mean of 4.67 (SD = 2.20) types of trauma while 
females experienced a mean of 4.86 (SD = 2.44) trauma types.  
 Sexual Violence. No statistically significant difference was identified between 
sexual violence victims and those who identified as white or non-white, χ2 (1, N = 138) = 
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0.129, p = .719. However, a statistically significant difference was observed when the 
relationship between sexual violence and legal guardian was examined. In particular, 
those who resided with a relative were more likely not to have experienced sexual 
violence, χ2 (1, N = 138) = 7.702, p = .006, compared to the other groups, while those 
who were in the state’s custody were more likely to have experienced sexual violence, χ2 
(1, N = 138) = 5.109, p = .024. A statistically significant difference was observed with 
regard to sexual violence and gender, with females having experienced sexual violence at 
statistically significant higher levels than males, χ2 (1, N = 138) = 6.394, p = .011. 
Specifically, 56.3% of females experienced sexual violence (n = 45) compared to 34.5% 
(n = 20) of males. Notably, the relationship between those who did and did not 
experience sexual violence and the mean number of trauma types approached 
significance (t (135) = -1.942, p = .054), with those who experienced sexual violence (M = 
5.18, SD = 2.49) endorsing a higher level of total trauma types compared to those who 
had not experienced sexual violence (M = 4.41, SD = 2.14). However, among the 65 
sexual violence victims within the sample, there was not a statistically significant 
difference between males and females with regard to the total number of trauma types (t 
(63) = 1.116, p = .269). No significant differences in overall PTSD (t (136) = -1.022, p = 
.309), intrusive (t (136) = -1.183, p = .239), avoidance (t (136) = -0.169, p = .866), or arousal 
symptoms (t (136) = 0.111, p = .912) were found between those with and without sexual 
violence histories at baseline of treatment. This was also the case with regard to sexual 
violence and gender. That is, no significant differences in overall PTSD (t (56) = -0.287, p 
= .775), intrusive (t (56) = -0.945, p = .349), avoidance (t (56) = 0.297, p = .767), or arousal 
symptoms (t (56) = 0.436, p = .664) were found between males with and without sexual 
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violence histories at baseline of treatment, nor were significant differences found between 
females with and without sexual violence histories with regard to overall PTSD (t (78) = -
0.292, p = .771), intrusive (t (78) = -0.113, p = .910), avoidance (t (78) = 0.198, p = .844), or 
arousal symptoms (t (78) = 0.394, p = .695). 
 Age. A statistically significant difference was not found between males and 
females when they were broken into younger (ages 7-12) and older (ages 13-18) age 
groups, χ2 (1, N = 138) = 0.046, p = .830, nor was there a significant difference between 
age groups with regard to whether or not they were victims of sexual violence, χ2 (1, N = 
138) = 1.083, p = .298. No differences were observed between age and race, χ2 (1, N = 
138) = 0.338, p = 0.561, or age and legal guardian, χ2 (3, N = 138) = 3.422, p = .331, 
although one cell had a count of less than five in this analysis. No significant differences 
in overall PTSD (t (136) = -0.793, p = .429), intrusive (t (136) = -0.089, p = .929), avoidance 
(t (136) = -0.938, p = .350), or arousal symptoms (t (136) = -0.907, p = .366) were found 
between the age groups at baseline of treatment.  
Research Question 1  
 1a) Are there statistically significant reductions in PTSD symptoms from the 
baseline to termination of TF-CBT?  
 1b) Are there statistically significant differences between the PTSD symptom 
scores of males and females from the baseline to termination of TF-CBT? 
 In order to examine these questions, two-way mixed ANOVAs were conducted 
for each of the outcome measures (UCLA PTSD-RI overall, intrusion, avoidance, and 
arousal scores) to assess whether (a) there were statistically significant declines in PTSD 
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symptoms from the baseline to end of treatment and (b) whether there were statistically 
significant differences in the PTSD symptoms of males and females from baseline to the 
end of TF-CBT. Baseline and termination scores were utilized as the within-subjects 
factor and gender (male and female) was entered as a between-subjects factor. The 
possible interaction between gender and treatment time point was also assessed. Data 
were screened prior to execution of analyses to determine whether the assumptions of the 
test were fulfilled, although sphericity was not assessed given that the dependent variable 
only had two levels. All participants had valid UCLA PTSD-RI baseline and termination 
scores and therefore missing data was not an issue for this analysis. Preliminary 
univariate data screening did identify a lack of normality for each of the dependent 
measures (UCLA-PTSD overall PTSD scores, intrusive scores, avoidance scores and 
arousal scores). However, the specific violations of normality (e.g. outliers, skewness, 
kurtosis, etc.) varied among the dependent variables and consequently the decision was 
made to examine the assumptions associated with the two-way mixed ANOVAs 
separately for each dependent variable in an effort to retain the maximum number of 
participants in each analysis. Additionally, Table 5.04 presents findings from 
correlational analyses that were conducted to assess the association between baseline and 
end of treatment symptoms scores for all four dependent variables. 
 Overall PTSD Symptoms. Results from the Kolmogorov-Smirnov test indicated 
that the assumption of normality was not met for any of the groups (p < .05) with the 
exception of overall UCLA PTSD-RI baseline scores for males (p = .062). However, 
examination of histograms, stem-and-leaf plots, box plots and Normal Q-Q plots showed 
the absence of extreme outliers, and all scores of kurtosis and skewness fell within the 
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suggested ±1 range (Mertler & Vannatta, 2013). Additionally, examination of the 
studentized residuals revealed there were no values greater than ± 3. Being that the two-
way mixed ANOVA test is robust to violations of normality, especially given adequate 
sample size (Mertler & Vannatta, 2013), the analysis proceeded and results are presented 
in Table 5.05.  
 There was homogeneity of variance, as assessed by Levene’s Test of Equality of 
Error Variances, for both overall UCLA PTSD-RI scores at baseline (p = .345) and 
termination (p = .675). Box’s Test of Equality of Covariance Matrices was not significant 
(p = .463), suggesting that there was homogeneity of covariance matrices. Results 
illustrate that there was not an interaction between gender and overall PTSD symptom 
scores at baseline or completion of treatment (F (1, 136) = 3.559, p = .061, partial η
2 = 
.026). However, there was a main effect for treatment on overall UCLA PTSD-RI scores 
(F (1, 136) = 132.646, p < .001, partial η
2 = .494) with baseline scores higher (M = 26.26, 
SD = 15.298) than termination scores (M = 11.80, SD = 8.627). Importantly, a cutoff 
score of 38 or higher is indicative of meeting full criteria for PTSD on the overall PTSD 
scale of the UCLA PTSD-RI, while scores above the mid-20s indicate the need for 
clinical intervention (Rodriguez et al., 2001). Additionally, there was also a main effect 
for gender (F (1, 136) = 10.483, p = .002, partial η
2 = .072). As Table 5.06 outlines, females 
reported higher levels of PTSD symptoms at baseline (M = 29.53, SD = 15.784) and 
termination (M = 13.14, SD = 8.910) compared to males at baseline (M = 21.75, SD = 
13.469) and termination (M = 9.97, SD = 7.932).  
 Intrusive Symptoms. Results from the Kolmogorov-Smirnov (KM) test indicated 
that the assumption of normality was not met for any of the groups with the exception of 
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intrusive UCLA PTSD-RI baseline scores for females (p = .20). Analysis of histograms, 
stem-and-leaf plots, box plots and Normal Q-Q plots indicated the absence of extreme 
outliers for baseline UCLA PTSD-RI intrusive symptom scores for both males and 
females and scores of skewness and kurtosis fell within the recommended ± 1 range. 
However, there were two extreme outliers for males and two extreme outliers for females 
with regard to UCLA PTSD-RI intrusive symptom scores at termination. For males, there 
was evidence of a positive skew (Skewness = 2.491) and leptokurtosis (Kurtosis = 
8.001), and for females there was also evidence of a positive skew (Skewness = 2.329) 
and leptokurtosis (Kurtosis = 7.846). In an effort to approach a more normal distribution 
and because analysis of variance procedures are not robust to the influence of extreme 
outliers (Mertler & Vannatta, 2013), data transformation was conducted for both baseline 
and termination scores with and without the inclusion of outliers. Both a square root 
transformation and log transformation (+1 to account for scores of 0) were executed and 
compared to determine which method enabled the data to approach a more normal 
distribution. Results from these transformations indicated that neither type of 
transformation led to substantially more normal distributions for intrusive scores for 
females or males when compared to the un-transformed variables with the extreme 
outliers excluded. Consequently, the determination was made to drop the outliers from 
the analysis and proceed without data transformation. With the exclusion of the outliers, 
subsequent data screening indicated that UCLA PTSD-RI intrusive symptom scores at 
termination for females fell within the recommended ± 1 range for skewness and kurtosis, 
while males continued to have a positive skew (Skewness = 1.391) and tended towards 
leptokurtosis (Kurtosis = 1.458), but did approach a more normal distribution. 
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Additionally, once the outliers were excluded examination of the studentized residuals 
indicated there were no values greater than ± 3, although Kolmogorov-Smirnov tests of 
normality remained significant. A baseline model was executed with the inclusion of the 
outliers, followed by models with the data transformations, and finally a model without 
data transformations that excluded the extreme outliers, and these analyses showed little 
variation in the overall results and no changes in significance with regard to main or 
interaction effects. Given the robust nature of analysis of variance procedures to 
violations of normality in the absence of extreme outliers, particularly when the skew is 
in the same direction (Tabachnick & Fidell, 2007), the model that excluded extreme 
outliers (n = 4) is presented in Table 5.07. 
 Levene’s Test of Equality of Error Variances was not significant for intrusive 
UCLA PTSD-RI scores at baseline (p = .351) or termination (p = .387), indicating 
homogeneity of variance. Box’s Test of Equality of Covariance Matrices was not 
significant (p = .507), suggesting homogeneity of covariance matrices. Results of the 
two-way mixed ANOVA indicated that there was not an interaction between gender and 
treatment component on intrusive UCLA PTSD-RI scores (F (1, 132) = 2.879, p = .092, 
partial η2 = .021). There was a main effect for treatment (F (1, 132) = 142.365, p < .001, 
partial η2 = .519), with baseline intrusive scores higher (M = 7.20, SD = 5.214) than 
termination scores (M = 2.13, SD = 2.123). A main effect for gender was also found (F (1, 
132) = 9.551, p = .002, partial η
2 = .067), with females endorsing higher levels of intrusive 
symptoms at baseline (M = 8.20, SD = 5.353) and termination (M = 2.54, SD = 2.166) 
compared to males at baseline (M = 5.82, SD = 4.722) and termination (M = 1.57, SD = 
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4.722). Table 5.08 illustrates the descriptive statistics for the groups included in the 
analysis.  
Avoidance Symptoms. Results from the Kolmogorov-Smirnov test indicated that 
the assumption of normality was not met for any of the groups with the exception of 
intrusive UCLA PTSD-RI baseline scores for females (p = .20). Analysis of histograms, 
stem-and-leaf plots, Normal Q-Q plots and box plots indicated the absence of outliers for 
baseline UCLA PTSD-RI avoidance symptom scores for both males and females and 
scores of skewness and kurtosis fell within the recommended ± 1 range. However, there 
was one extreme upper outlier for males and one extreme upper outlier for females with 
regard to termination UCLA PTSD-RI avoidance scores. For males, there was evidence 
of a positive skew (Skewness = 1.368) and the distribution tended towards leptokurtosis 
(Kurtosis = 1.727), and for females there was also evidence of a positive skew (Skewness 
= 1.643) and substantial leptokurtosis (Kurtosis = 4.239). Data transformations were 
again attempted, but results indicated that neither type (square root or log transformation) 
substantially alleviated the violations of normality. As a result, the two outliers were 
dropped from the analysis, and subsequent data screening indicated that skewness and 
kurtosis values at baseline and termination for both males and females fell within the 
recommended ± 1 range, and examination of the studentized residuals indicated there 
were no values greater than ± 3, although Kolmogorov-Smirnov tests of normality 
remained significant. Additionally, a baseline model was conducted with the inclusion of 
the outliers and then again with the omission of the outliers (n = 2) and there was not 
variation in the significance of results. The revised model with the exclusion of outliers is 
presented here and outlined in Table 5.09. 
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 Levene’s Test of Equality of Error Variances was non-significant for avoidance 
UCLA PTSD-RI scores at baseline (p = .438) and termination (p = .688), suggesting that 
the assumption of homogeneity of variances had been met. There was homogeneity of 
covariance, as assessed by Box’s Test of Equality of Covariance Matrices (p = .766). 
Results revealed that there was not an interaction between gender and treatment on 
avoidance UCLA PTSD-RI scores (F (1, 134) = 2.009, p = .159, partial η
2 = .015). There 
was a main effect for treatment (F (1, 134) = 81.450, p < .001, partial η
2 = .378), with 
baseline scores higher (M = 9.00, SD = 6.445) than termination scores (M = 3.54, SD = 
3.302). A main effect for gender was also revealed (F (1, 134) = 7.633, p = .007, partial η
2 = 
.054). As Table 5.10 demonstrates, females reported higher levels of avoidance 
symptoms at baseline (M = 10.10, SD = 6.658) and termination (M = 3.94, SD = 3.337), 
compared to males at baseline (M = 7.47, SD = 5.859) and termination (M = 2.98, SD = 
3.199).  
 Arousal Symptoms. Initial data screening revealed that values of skewness and 
kurtosis for arousal scores fell within the recommended -1 to 1 range for both males and 
females at baseline of treatment and males at termination of treatment, but there was a 
tendency towards leptokurtosis for females at termination (Kurtosis = 1.823). Results of 
the Kolmogorov-Smirnov statistic indicated violations of normality for all groups (p < 
.05) and examination of the studentized residuals revealed three extreme scores (± 3). 
Data transformation was conducted for both baseline and termination scores in an attempt 
to approach a more normal distribution. Both a square root transformation and log 
transformation (+1 to account for scores of 0) were executed and results indicated that 
both transformations actually increased leptokurtosis for males at baseline. Consequently, 
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the decision was made to exclude the three identified outliers from the analysis and this 
enabled skewness and kurtosis values that fell within the recommended ±1 range, and 
studentized residuals that did not exceed ± 3. A model with and without the outliers was 
executed with no substantial variations in the results, and the model excluding the outliers 
is presented here and outlined in Table 5.11. 
 Levene’s Test of Equality of Error Variances was non-significant for arousal 
UCLA PTSD-RI scores at baseline (p = .653) and termination (p = .678), suggesting that 
the assumption of homogeneity of variances had been met. However, results from Box’s 
Test of Equality of Covariance Matrices suggested that there was not homogeneity of 
covariance (p = .012). Given this violation and because mixed ANOVAs are not robust to 
violations of covariance homogeneity (Mertler & Vannatta, 2013), the interaction term 
could not be interpreted.  
 Results revealed that there was a main effect for treatment on arousal UCLA 
PTSD-RI scores (F (1, 133) = 73.910, p < .001, partial η
2 = .357), with baseline scores 
higher (M = 8.96, SD = 4.894) than termination scores (M = 5.33, SD = 3.451). As Table 
5.12 demonstrates, a main effect for gender was found (F (1, 133) = 5.694, p = .018, partial 
η2 = .041), with females showing higher arousal UCLA PTSD-RI scores at baseline (M = 
9.65, SD = 5.134) and termination (M = 5.83, SD = 3.551) compared to males at baseline 
(M = 8.00, SD = 4.412) and termination (M = 4.63, SD = 3.211). Additionally, given the 
violation of covariance matrices, two separate one-way ANOVAs were conducted with 
no variation in the results with regard to gender. That is, there was a significant main 
effect for gender at baseline (F (1, 133) = 4.547, p = .035, partial η
2 = .033) and termination 
(F (1, 133) = 5.319, p = .023, partial η
2 = .039) with females reporting statistically 
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significant higher levels of arousal symptoms compared to males. Similarly, results of 
paired sample t tests for the entire sample (t134 = 8.758, p <. 001), males (t57 = 6.890, p <. 
001) and females (t77 = 6.142, p <. 001) demonstrated a significant reduction in arousal 
symptoms from baseline to termination.  
 Summary of Research Question 1. Taken together, results from all four analyses 
indicated that males and females did not significantly differ with regard to the impact of 
treatment on baseline and termination scores. In fact, both males and females reported 
statistically significant reductions in symptoms across all four dependent measures. 
However, although the lack of a significant interaction suggests that both genders showed 
similar rates of change, the main effect for gender across all four dependent measures 
indicates females consistently reported a higher levels of symptoms at baseline and 
termination of treatment.  
 Hypothesis Testing of Research Question 1. There was a significant reduction in 
overall PTSD symptom scores (H1a), intrusive symptom scores (H1b), avoidance 
symptom scores (H1c), and arousal symptom scores (H1d) from the baseline to the end of 
treatment for the entire sample. Additionally, there were significant differences between 
males and females in overall PTSD symptom scores (H1e), intrusive symptom scores 
(H1f), avoidance symptom scores (H1g), and arousal symptom scores (H1h) from the 
baseline to the end of treatment, with females endorsing a higher level of symptoms. 
Consequently, hypotheses H1a - H1h are supported.    
Research Question 2 
 2a) What is the progression of PTSD symptoms (overall, intrusive, avoidance, 
and arousal) during TF-CBT according to the component of treatment?  
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To answer this question, PTSD scores were mapped according to the component 
of treatment the child was in at the data collection time point and these results are 
presented in Table 5.13. For symptom mapping procedures, all data were retained (e.g. no 
outliers were discarded and no data transformations were conducted) in an effort to 
provide the most accurate depiction of symptom progression, and because no analyses 
were conducted that required certain assumptions (e.g. normal distribution, homogeneity 
of variance, etc.) be met. Also of note, as there was only one female participant and no 
male participants who had valid UCLA PTSD-RI scores obtained during the in vivo 
mastery of trauma reminders component, it was excluded from Table 5.13 and the line 
graph displays of symptom trajectories during TF-CBT. 
Overall PTSD Symptoms. Figure 5.01 displays overall PTSD scores during the 
components of TF-CBT. There was a mean score of 26.26 (n = 138, SD = 15.30) for the 
total sample at baseline. A cutoff score of 38 or higher is indicative of meeting full 
criteria for PTSD, while scores above the mid-20s indicate the need for clinical 
intervention (Rodriguez et al., 2001). From baseline to the relaxation component of 
treatment, symptoms dropped substantially to 11.87 (n = 15, SD = 5.72) before rising to 
20.14 (n = 21, SD = 14.30) during the affect expression and modulation component of 
treatment and then to 24.34 (n = 68, SD = 14.74) during the cognitive coping and 
processing I component. A gradual decline in symptoms began during the trauma 
narrative component (n = 101, M = 20.82, SD = 14.55) before a rise in symptoms was 
observed during the in vivo mastery of trauma reminders (n = 1, M = 37). However, as 
noted there was only one youth who had reassessment scores during this component. 
Scores decreased again during the cognitive coping and processing II (n = 74, M = 16.0, 
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SD = 12.71) and conjoint (n = 7, M = 9.14, SD = 10.88) components of TF-CBT. At 
termination, mean scores rose slightly to 11.80 (n = 138, SD = 8.63).  
 Intrusive Symptoms. Figure 5.02 outlines the trajectory of symptoms on the 
Criterion B subscale of the UCLA PTSD-RI, and a similar progression to overall PTSD 
symptoms is revealed. Specifically, symptoms were highest at the baseline of treatment 
(n = 138, M = 7.39, SD = 5.31) and then decreased during the relaxation component (n = 
15, M = 3.27, SD = 2.4) before rising again during the affect expression and modulation 
(n = 21, M = 5.67, SD = 5.26) and cognitive coping and processing I components (n = 68, 
M = 6.35, SD = 5.45). Intrusive symptoms then decreased during the trauma narrative 
component (n = 101, M = 5.54, SD = 5.2) before rising slightly during the in vivo mastery 
of trauma reminders (n = 1, M = 7.0). Scores then decreased during the cognitive coping 
and processing II (n = 74, M = 3.54, SD = 4.32) and conjoint (n = 7, M = 1.71, SD = 3.3) 
components of treatment before rising slightly to 2.49 (n = 138, SD = 2.96) at 
termination.  
 Avoidance Symptoms. Figure 5.03 outlines the trajectory of symptoms on the 
Criterion C subscale of the UCLA PTSD-RI, and a similar progression is again observed. 
Symptoms were highest at the baseline of treatment (n = 138, M = 9.10, SD = 6.45) with 
the exception of the in vivo mastery of trauma reminders component, although as noted 
earlier only one youth had scores during this component of treatment. Avoidance 
symptoms then decreased during the relaxation component (n = 15, M = 3.33, SD = 2.74) 
before increasing during the affect expression and modulation (n = 21, M = 7.1, SD = 
5.71) and cognitive coping and processing I components (n = 68, M = 8.24, SD = 6.03). 
Avoidance symptoms began to decrease during the trauma narrative component (n = 101, 
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M = 7.19, SD = 6.41) but rose during the in vivo mastery of trauma reminders (n = 1, M = 
18.0). Symptoms then abated once again during the cognitive coping and processing II (n 
= 74, M = 5.46, SD = 5.32) and conjoint components of treatment (n = 7, M = 3.0, SD = 
3.83). Finally, at termination avoidance symptoms increased very slightly to 3.75 (SD = 
3.75, n = 138).  
 Arousal Symptoms. Figure 5.04 outlines the progression of Criterion D symptoms 
and once again a similar trajectory is revealed. Mean arousal symptoms scores at the 
baseline of treatment were 9.16 (n = 138, SD = 5.13) and then decreased during the 
relaxation component (n = 15, M = 5.27, SD = 3.81) before increasing during the affect 
expression and modulation (n = 21, M = 7.38, SD = 4.62) and cognitive coping and 
processing I components (n = 68, M = 9.0, SD = 4.78). Arousal symptoms then abated 
slightly during the trauma narrative component (n = 101, M = 8.2, SD = 4.67) but rose 
during the in vivo mastery of trauma reminders (n = 1, M = 12.0). Symptoms decreased 
during the cognitive coping and processing II (n = 74, M = 7.22, SD = 4.32) and conjoint 
components of treatment (n = 7, M = 4.43, SD = 4.31). Finally, at termination avoidance 
symptoms rose very slightly to 5.52 (n = 138, SD = 3.77).  
 1b) Among this sample, do the PTSD symptoms of males and females progress 
differently through the components of TF-CBT?  
 In order to answer this question, UCLA PTSD-RI symptom scores (overall, 
arousal, avoidance and intrusion) were mapped for males and females separately 
according to the phase of TF-CBT and are presented in the previously referenced figures. 
When the overall PTSD symptoms of males and females were mapped separately, a 
similar progression of symptoms is observed. Specifically, scores decreased from 
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baseline to relaxation, but then increased again during the affect expression and 
modulation and cognitive coping and processing I components of treatment before 
abating during the trauma narrative, cognitive coping and processing II and conjoint 
components of treatment. Although a similar progression of symptoms is observed, 
females had noticeably higher mean scores at each component of TF-CBT. Further, this 
pattern remained constant for all four dependent variables. That is, while a similar pattern 
was revealed in terms of the overall progression of symptoms, females consistently had 
higher overall PTSD, intrusive, avoidance and arousal symptom levels compared to 
males at baseline, during each component of TF-CBT and at termination. It is also of note 
that mean scores never exceeded baseline levels during the course of treatment with one 
exception. Specifically, during the cognitive coping and processing I component the 
mean scores of arousal symptoms for males (n = 25, M = 8.28, SD = 5.01) rose 
marginally higher than the baseline mean score of arousal symptoms for males (n = 58, M 
= 8.10, SD = 4.44). Additionally, during the affect expression and modulation phase of 
treatment the mean intrusive symptom scores of females (n = 13, M = 8.38, SD = 6.44) 
very nearly reached baseline levels (n = 80, M = 8.39, SD = 5.43). 
 Summary of Research Question 2. Overall, it appears that a somewhat similar 
progression of symptoms is observed among males and females throughout the 
components of TF-CBT for all four of the dependent measures. For both males and 
females, baseline symptoms tend to decrease during the relaxation component before 
increasing gradually during the affect expression and modulation and cognitive coping 
and processing I components of treatment. Beginning with the trauma narrative 
component however, a gradual decline in symptoms begins that persists until the conjoint 
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components of TF-CBT. Despite the similar progression of symptoms and consistent with 
the findings from research question 1, females tended to display higher levels of overall 
PTSD, intrusive, avoidance and arousal symptoms at each component of TF-CBT when 
compared to males. Additionally, this trend appeared most noticeable with regard to 
intrusive symptoms where the discrepancy between the scores of males and females 
appeared largest.   
 Hypothesis Testing for Research Question 2.  No specific hypotheses were 
proposed in accordance with research question 2.   
Research Question 3  
 3a) Are there statistically significant differences between the UCLA PTSD 
Reaction Index overall PTSD score, arousal subscale score, intrusion subscale score and 
avoidance subscale score of males and females at any particular phases of TF-CBT 
treatment?  
 3b) For those phases where statistically significant symptom score differences are 
identified between males and females, does sexual violence history moderate this 
relationship? 
 3c) For those phases where statistically significant symptom score differences are 
identified between males and females, does age moderate this relationship?  
  In order to answer these research questions, 2 X 2 ANOVAs were executed to 
determine whether significant differences existed between males and females at the 
various phases of treatment, and to examine whether sexual violence history or age 
moderated any effects found.  For the purposes of these analyses, the components of 
treatment were divided into five separate phases that conceptually align with the 
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components of TF-CBT: (a) baseline (N = 138), (b) PRAC skills (N = 93), (c) 
development of trauma narrative (N = 101), (d) processing and integration (N = 75), and 
(e) successful termination (N = 138). In cases where youth had more than one symptom 
score for the combined components, the data from the last component was used. For 
example, if a youth had scores from both the relaxation and affect expression and 
modulation components of treatment, scores from the affect expression and modulation 
component were used. The PRAC skills phase includes the psychoeducation and 
parenting skills, relaxation, affect expression and modulation, and cognitive coping and 
processing I components of TF-CBT. The trauma narrative phase included the trauma 
narrative component of treatment, and the processing and integration phase included the 
cognitive coping and processing II, in vivo mastery of trauma reminders, conjoint and 
enhancing future safety and development components.  
 Baseline Symptoms. Initial data screening indicated non-normal distributions 
according to tests of normality, but the absence of extreme outliers, and scores of 
skewness and kurtosis that fell within the recommended ±1 range. Consequently, the 
analysis proceeded without data transformation.    
 Impact of Gender and Sexual Violence on Overall PTSD Symptoms at Baseline. 
A factorial ANOVA was executed to examine the influence of sexual violence and 
gender on overall PTSD symptoms at baseline of treatment. Levene’s Test for Equality of 
Variances was conducted prior to interpretation of the 2 X 2 ANOVA and indicated that 
the assumption of homoscedasticity was met (p = .710). Overall, the model was 
significant (F (3, 134) = 3.092, p = .029, partial η
2 = .065) and power was observed at .712. 
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Table 5.14 provides a summary of results, while Table 5.15 provides the descriptive 
statistics of the factors.  
 There was not a significant interaction between gender and sexual violence 
history, (F (1, 134) = 0.000, p = .996, partial η
2 = .000). As Figure 5.05 demonstrates, there 
was little variation in the scores of those with and without a history of sexual violence, 
and no main effect for sexual violence history was observed (F (1, 134) = 0.158, p = .691, 
partial η2 = .001). However, there was a main effect for gender (F (1, 134) = 8.027, p = 
.005, partial η2 = .057) with females (M = 29.53, SD = 15.784) reporting significantly 
higher levels of overall PTSD symptoms at baseline of treatment compared to males (M = 
22.45, SD = 4.598) for a mean difference of ± 7.555 (SE = 2.667). Nevertheless, the 
model accounted for only 4.4% of variance in overall PTSD symptoms at baseline. 
Observed power for the main effect of gender was 0.803. 
 
 Impact of Gender and Age on Overall PTSD Symptoms at Baseline. When age 
and gender were examined, the assumption of homogeneity of variance was met (p = 
0.646). As Table 5.16 illustrates, the overall model was significant, (F (3, 134) = 3.265, p = 
.023, partial η2 = .068) and power was observed to be .738. There was not an interaction 
between age and gender (F (1, 134) = 0.075, p = .785, partial η
2 = .001), and no main effect 
for age was observed (F (1, 134) = 0.491, p = .485, partial η
2 = .004), indicating that youth 
ages 8-12 and 13-18 did not significantly vary at baseline with regard to overall PTSD 
symptoms. Not surprisingly, there was again a significant main effect for gender (F (1, 134) 
= 8.738, p = .004, partial η2 = .061) with females reporting higher levels of symptoms 
compared to males with a mean difference of ± 7.970 (SE = 2.696). Observed power for 
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the main effect of gender was 0.835. However, the model accounted for 4.7% of the total 
variance in overall PTSD symptoms scores at baseline.  
 Impact of Gender and Sexual Violence on Intrusive Symptoms at Baseline. A 
two-way factorial ANOVA was executed to examine the influence of sexual violence and 
gender on intrusive PTSD symptoms at baseline of treatment. Levene’s Test for Equality 
of Variances was conducted prior to interpretation of the 2 X 2 ANOVA and indicated 
that the assumption of homoscedasticity was met (p = .246). The overall model was not 
significant (F (3, 134) = 2.582, p = .056, partial η
2 = .055). Tables 5.18 and 5.19 provide a 
summary of results and descriptive statistics. There was not a significant interaction 
between gender and sexual violence history, (F (1, 134) = 0.370, p = .544, partial η
2 = .003), 
nor was there a main effect for sexual violence history (F (1, 134) = 0.574, p = .450, partial 
η2 = .004). However, there was a significant main effect for gender (F (1, 134) = 5.431, p = 
.021, partial η2 = .039) with females (M = 8.29, SD = 5.427) reporting significantly 
higher levels of intrusive symptoms at baseline of treatment compared to males (M = 
6.02, SD = 4.865) for a mean difference of ± 2.169 (SE = 0.931). Observed power for the 
main effect of gender was 0.638 and the overall model accounted for 3.3% of variance in 
intrusive symptom scores at baseline.   
 Impact of Gender and Age on Intrusive Symptoms at Baseline. When age and 
gender were examined, the assumption of homogeneity of variance was met (p = 0.580). 
As Table 5.20 demonstrates, the overall model was significant (F (3, 134) = 32.973, p = 
.034, partial η2 = .062) and power was observed to be .693. There was not an interaction 
between age and gender (F (1, 134) = 1.904, p = .170, partial η
2 = .014), and no main effect 
for age was observed (F (1, 134) = 0.037, p = .848, partial η
2 = .000). Nevertheless, as Table 
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5.21 indicates, it is worth noting that males ages 13-18 endorsed a lower level of intrusive 
symptoms compared to males ages 7-12, while females ages 7-12 endorsed a lower level 
of symptoms compared to females ages 13-18. Additionally, there was a significant main 
effect for gender (F (1, 134) = 8.625, p = .004, partial η
2 = .060) with females of both age 
groups reporting higher levels of symptoms compared to males of both age groups (MD 
= ± 2.758, SE = 0.939). The model accounted for 4.1% of variance of intrusive symptom 
scores. Observed power for the main effect of gender was 0.830.  
 Impact of Gender and Sexual Violence on Avoidance Symptoms at Baseline. A 
two-way factorial ANOVA was executed to examine the influence of sexual violence and 
gender on avoidance symptoms at baseline of treatment. Levene’s Test for Equality of 
Variances was conducted prior to interpretation of the 2 X 2 ANOVA and indicated that 
the assumption of homoscedasticity was met (p = .914). The overall model was not 
significant (F (3, 134) = 1.828, p = .145, partial η
2 = .039). Tables 5.22 and 5.23 provide a 
summary of results. There was not a significant interaction between gender and sexual 
violence history, (F (1, 134) = 0.007, p = .933, partial η
2 = .000), nor was there a main effect 
for sexual violence history, (F (1, 134) = 0.119, p = .730, partial η
2 = .001). However, there 
was a significant main effect for gender (F (1, 134) = 5.399, p = .022, partial η
2 = .039) with 
females (M = 10.18, SD = 6.648) reporting higher levels of avoidance symptoms at 
baseline of treatment compared to males (M = 7.79, SD =5.910) for a mean difference of 
± 2.649 (SE = 1.140). Observed power for the main effect of gender was 0.636. Notably 
however, the model accounted for only 1.8% of variance in avoidance symptom scores.    
 Impact of Gender and Age on Avoidance Symptoms at Baseline. When age and 
gender were examined, the assumption of homogeneity of variance was met (p = 0.853). 
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However, as Tables 5.24 and 5.25 illustrated, the overall model was not significant (F (3, 
134) = 2.073, p = .107, partial η
2 = .044). There was not an interaction between age and 
gender (F (1, 134) = 0.004, p = .950, partial η
2 = .000), and no main effect for age was 
observed (F (1, 134) = 0.818, p = .368, partial η
2 = .006). Once again there was a significant 
main effect for gender (F (1, 134) = 4.769, p = .031, partial η
2 = .034) with females 
reporting higher levels of symptoms compared to males with a mean difference of ± 
1.041 (SE = 1.152). Observed power for the main effect of gender was 0.582. The model 
accounted for 2.3% of variance in avoidance symptom scores at baseline.   
 Impact of Gender and Sexual Violence on Arousal Symptoms at Baseline. A 
two-way factorial ANOVA was executed to examine the influence of sexual violence and 
gender on arousal symptoms at baseline of treatment. Levene’s Test for Equality of 
Variances indicated that the assumption of homoscedasticity was met (p = .790). The 
overall model was not significant (F (3, 134) = 1.538, p = .208, partial η
2 = .033). Tables 
5.26 and 5.27 provide a summary of results. There was not a significant interaction 
between gender and sexual violence history, (F (1, 134) = 0.001, p = .978, partial η
2 = .000), 
nor was there a main effect for sexual violence history, (F (1, 134) = 0.320, p = .573, partial 
η2 = .002). However, there was a significant main effect for gender (F (1, 134) = 4.530, p = 
.035, partial η2 = .033) with females (M = 9.92, SD = 5.479) reporting higher levels of 
avoidance symptoms at baseline of treatment compared to males (M = 8.10, SD = 4.443) 
for a mean difference of ± 1.936 (SE = 0.910). However, the model accounted for only 
1.2% of variance in arousal scores at baseline and observed power for the main effect of 
gender was 0.561. 
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 Impact of Gender and Age on Arousal Symptoms at Baseline. When age and 
gender were examined, the assumption of homogeneity of variance was met (p = 0.622). 
Table 5.28 illustrates that the overall model was not significant (F (3, 134) = 1.848, p = 
.142, partial η2 = .040). There was not an interaction between age and gender (F (1, 134) = 
0.457, p = .500, partial η2 = .003), and no main effect for age (F (1, 134) = 0.962, p = .328, 
partial η2 = .007) or gender (F (1, 134) = 3.128, p = .079, partial η
2 = .023) was observed. 
Despite the lack of a significant main effect for gender, Table 5.29 demonstrates that 
scores were higher for females regardless of age.    
 PRAC Skills Component. Initial data screening indicated non-normal 
distributions and three extreme outliers that were present across all measures (overall 
PTS, intrusive, avoidance, and arousal) during this phase of treatment and the decision 
was made to exclude these cases from the analysis as other options (data transformations, 
replacing with upper mean scores) did not substantially resolve the violations of 
normality. Once this occurred, all values of skewness and kurtosis fell within the 
recommended ±1 range and examination of stem-and-leaf and boxplots showed the 
absence of outliers.  
 Impact of Gender and Sexual Violence on Overall PTSD Symptoms during 
PRAC Skills. With regard to the influence of sexual violence and gender on overall 
PTSD symptoms during the PRAC skills, Levene’s Test for Equality of Variances was 
conducted prior to interpretation of the 2 X 2 ANOVA and indicated that the assumption 
of homoscedasticity was not violated (p = .206). Overall, the model was significant (F (3, 
86) = 3.755, p = .014, partial η
2 = .116) and power was observed at .794. Tables 5.30 and 
5.31 provide a summary of results. There was not a significant interaction between 
177 
 
gender and sexual violence history, (F (1, 86) = 0.224, p = .637, partial η
2 = .003), nor was 
there a main effect for sexual violence history, (F (1, 86) = 0.066, p = .798, partial η
2 = 
.001). However, there was a main effect for gender, (F (1, 86) = 9.951, p = .002, partial η
2 = 
.104) with females (M = 23.918, SD = 12.206) reporting higher levels of overall PTSD 
symptoms compared to males (M = 15.537, SD = 11.343) for a mean difference of ± 
8.157 (SE = 2.586). The model accounted for 8.5% of variance in overall PTSD 
symptoms during the PRAC skills phase of TF-CBT, and observed power for the main 
effect of gender was 0.877.  
 Impact of Gender and Age on Overall PTSD Symptoms during PRAC Skills. 
When age and gender were examined, the assumption of homogeneity of variance was 
met (p = 0.382). The overall model was significant (F (3, 86) = 4.162, p = .008, partial η
2 = 
.127) and power was observed to be .838. There was not an interaction between age and 
gender (F (1, 86) = 0.407, p = .525, partial η
2 = .005), and no main effect for age was 
observed (F (1, 86) = 0.796, p = .375, partial η
2 = .009). A main effect for gender was 
revealed (F (1, 86) = 11.06, p = .001, partial η
2 = .114) with females reporting higher levels 
of symptoms (M = 23.918, SD = 12.206) compared to males (M = 15.537, SD = 11.343), 
for a mean difference of ± 8.883 (SE = 2.671). The model accounted for 9.6% of variance 
in overall PTSD symptom scores during the PRAC skills phase of treatment. Observed 
power for the main effect of gender was 0.908. Tables 5.32 and 5.33 provide a summary 
of results. 
 Impact of Gender and Sexual Violence on Intrusive Symptoms during PRAC 
Skills. With regard to the influence of sexual violence and gender on intrusive symptoms 
during the PRAC phase of treatment, initial data screening indicated that the assumption 
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of homogeneity of variances was violated (p = .04). Closer inspection revealed that the 
largest group variance (males with sexual violence histories, V = 44.250) and smallest 
group variance (males with no sexual violence history, V = 9.952) also exceeded the 
recommended ratio of 3:1, suggesting that the analysis was not robust to this violation 
(Tabachnick & Fidell, 2007). Further examination of residuals and predicted values in a 
scatterplot indicated that residuals increased, so a variance stabilizing transformation was 
indicated (Kaufman, 2013). Consequently, a square root transformation was conducted, 
and additional analyses indicated that the transformed variable (intrusive symptoms 
during the PRAC component) had adequate homogeneity of variance (p = .197). This 
model is presented, although means and standard deviations of the untransformed data 
are also presented for ease of interpretation. Overall, the model was significant (F (3, 86) = 
4.978, p = .003, partial η2 = .148) and power was observed at .902. Tables 5.34 and 5.35 
provide a summary of results. There was not a significant interaction between gender and 
sexual violence history (F (1, 86) = 0.018, p = .892, partial η
2 = .000), nor was there a main 
effect for sexual violence history, (F (1, 86) = 0.002, p = .962, partial η
2 = .000). However, 
there was a main effect for gender (F (1, 86) = 14.262, p < .001, partial η
2 = .142) with 
females (M = 7.0204, SD = 5.027) reporting higher levels of intrusive symptoms 
compared to males (M = 3.3415, SD = 3.461) for a mean difference of ± 0.899 (SE = 
0.238). The overall model accounted for 11.8% of variance and observed power for the 
main effect of gender was 0.962.  
 Impact of Gender and Age on Intrusive Symptoms during PRAC Skills. When 
age and gender were examined, the assumption of homogeneity of variances was met (p 
= 0.123). Tables 5.36 and 5.37 provide a summary of results. The overall model was 
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significant (F (3, 86) = 5.211, p = .002, partial η
2 = .154) and power was observed to be 
0.916. There was not an interaction between age and gender (F (1, 86) = 0.192, p = .662, 
partial η2 = .002), and no main effect for age was revealed (F (1, 86) = 0.026, p = .871, 
partial η2 = .000). A main effect for gender was found (F (1, 86) = 14.681, p < .001, partial 
η2 = .146), with females reporting higher levels of intrusive symptoms (M = 7.020, SD = 
5.027) during the PRAC Skills phase of treatment compared to males (M = 3.342, SD = 
3.461), for a mean difference of ± 3.821 (SE = 0.997). The overall model accounted for 
12.4% of variance in intrusive symptoms during the PRAC skills phase of TF-CBT. 
Observed power for the main effect of gender was 0.966. 
 Impact of Gender and Sexual Violence on Avoidance Symptoms during PRAC 
Skills. With regard to the influence of sexual violence and gender on avoidance 
symptoms during the PRAC phase of treatment, Levene’s Test for Equality of Variances 
was conducted prior to interpretation of the 2 X 2 ANOVA and indicated that the 
assumption of homoscedasticity was not violated, (p = .068). Overall, the model was 
significant (F (3, 86) = 2.970, p = .036, partial η
2 = .094) and power was observed at .684. 
Tables 5.38 and 5.39 provide a summary of results. There was not a significant 
interaction between gender and sexual violence history (F (1, 86) = 0.592, p = .444, partial 
η2 = .007), nor was there a main effect for sexual violence history (F (1, 86) = 0.347, p = 
.557, partial η2 = .004). However, there was a main effect for gender (F (1, 86) = 6.775, p = 
.011, partial η2 = .073) with females (M = 7.898, SD = 4.445) reporting higher levels of 
avoidance symptoms compared to males (M = 5.049, SD = 5.005) for a mean difference 
of ± 2.672 (SE = 1.026). The model accounted for 6.2% of variance in avoidance 
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symptoms during the PRAC skills phase of treatment. Observed power for the main 
effect of gender was 0.730.  
 Impact of Gender and Age on Avoidance Symptoms during PRAC Skills. When 
age and gender were examined, the assumption of homogeneity of variance was met (p = 
0.335). The overall model was significant (F (3, 86) = 3.903, p = .012, partial η
2 = .120) and 
power was observed to be 0.811. There was not an interaction between age and gender 
with regard to avoidance symptoms (F (1, 86) = 0.414, p = .522, partial η
2 = .005), and no 
main effect for age was observed (F (1, 86) = 2.712, p = .103, partial η
2 = .031). There was 
a significant main effect for gender (F (1, 86) = 8.276, p = .005, partial η
2 = .088) with 
females reporting higher levels of avoidance symptoms (M = 7.899, SD = 4.445) 
compared to males (M = 5.049, SD = 5.005), for a mean difference of ± 3.025 (SE = 
1.051). The model accounted for 8.9% of variance in avoidance symptoms and observed 
power for the main effect of gender was 0.812.  
 Impact of Gender and Sexual Violence on Arousal Symptoms during PRAC 
Skills. With regard to the influence of sexual violence and gender on arousal symptoms 
during the PRAC skills, Levene’s Test for Equality of Variances was conducted prior to 
interpretation of the 2 X 2 ANOVA and indicated there was homogeneity of variance, (p 
= .704). Overall, the model was not significant (F (3, 86) = 1.590, p = .198, partial η
2 = 
.053). Tables 5.42 and 5.43 provide a summary of results. There was not a significant 
interaction between gender and sexual violence history, (F (1, 86) = 0.908, p = .343, partial 
η2 = .010), nor was there a main effect for sexual violence history, (F (1, 86) = 0.005, p = 
.941, partial η2 = .000). A main effect for gender was revealed (F (1, 86) = 4.052, p = .047, 
partial η2 = .045), with females (M = 8.408, SD = 4.320) reporting higher levels of 
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arousal symptoms compared to males (M = 6.609, SD = 4.271) for a mean difference of ± 
1.885 (SE = 0.937). However, the model accounted for only 1.9% of variance in arousal 
symptoms during the PRAC skills phase of TF-CBT and observed power for the main 
effect of gender was 0.512.  
 Impact of Gender and Age on Arousal Symptoms during PRAC Skills. When 
age and gender were examined, the assumption of homogeneity of variance was met (p = 
.260). The overall model again did not reach statistical significance (F (3, 86) = 2.184, p = 
.096, partial η2 = .071). There was not an interaction between age and gender (F (1, 86) = 
0.457, p = .501, partial η2 = .005), and no main effect for age was observed (F (1, 86) = 
1.919, p = .170, partial η2 = .022). There was a significant main effect for gender (F (1, 86) 
= 4.206, p = .043, partial η2 = .047) with females reporting higher levels of arousal 
symptoms (M = 8.4082, SD = 4.32) compared to males (M = 6.609, SD = 4.271), for a 
mean difference of ± 1.977 (SE = 0.964). The model accounted for 3.8% of variance and 
observed power for the main effect of gender was 0.527. 
 Trauma Narrative Component. Initial data screening indicated violations of 
normality, with scores of kurtosis and skewness exceeding ±1 on UCLA PTSD-RI 
overall, intrusive, avoidance and arousal symptoms during the trauma narrative 
component, although no extreme outliers were identified. Furthermore, when data 
screening occurred for grouped data, violations of normality increased. Tests of normality 
also indicated violations for all groups with the exception of the overall PTSD scores for 
females and arousal scores for males. In an attempt to approach a more normal 
distribution, data transformation for these four variables was executed and a square root 
transformation enabled a more normal distribution with all scores of skewness and 
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kurtosis falling within the recommended ±1 range, although there continued to be 
violations of normality according to the results of the Kolmogorov-Smirnoff test. 
Preliminary models were run using the un-transformed data, followed by revised model 
utilizing the variables with square root transformations and any variations in the results 
with regard to statistical significance are noted. However, for intrusive symptoms during 
the trauma narrative component, the square root transformation led to violations of 
homogeneity of variance, while the untransformed data did not. Consequently, the results 
from the revised models are presented here for overall PTSD, avoidance and arousal 
symptoms (although descriptive statistics for the untransformed date are also presented to 
assist with interpretation), while the untransformed model is presented for intrusive 
symptoms.   
 Impact of Gender and Sexual Violence on PTSD Symptoms during Trauma 
Narrative. With regard to the influence of sexual violence and gender on overall PTSD 
symptoms during the trauma narrative component of TF-CBT, Levene’s Test for Equality 
of Variances was conducted prior to interpretation of the 2 X 2 ANOVA and indicated 
that the assumption of homoscedasticity was not violated (p = .568). Overall, the revised 
model utilizing the transformed data was significant (F (3, 97) = 2.866, p = .041, partial η
2 
= .081) and Tables 5.46 and 5.47 provide a summary of results. Power was observed at 
.670 for the overall model. There was not a significant interaction between gender and 
sexual violence history (F (1, 97) = 0.201, p = .652, partial η
2 = .002), nor was there a main 
effect for sexual violence history (F (1, 97) = 1.640, p = .203, partial η
2 = .017). However, 
there was a main effect for gender (F (1, 97) = 5.332, p = .023, partial η
2 = .052), with 
females reporting higher levels of overall PTSD symptoms compared to males for a mean 
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difference of ± 0.753 (SE = 0.326). The model accounted for 5.3% of variance in overall 
PTSD symptoms during the trauma narrative component of treatment and observed 
power for the main effect of gender was 0.628. Notably, when the initial model was run 
utilizing untransformed data, the overall model was not significant (p = .093), but a main 
effect for gender was observed (p = .046).   
 Impact of Gender and Age on PTSD Symptoms during Trauma Narrative 
Component. When the impact of age and gender on overall PTSD scores during the 
trauma narrative component were examined, the assumption of homogeneity of variance 
was met (p = 0.580). The overall model approached statistical significance (F (3, 97) = 
2.630, p = .054, partial η2 = .075). There was not an interaction between age and gender 
(F (1, 97) = 0.378, p = .540, partial η
2 = .004), and no main effect for age was observed (F 
(1, 97) = 0.838, p = .362, partial η
2 = .009). A significant main effect for gender was found 
(F (1, 97) = 7.471, p = .007, partial η
2 = .072) with females reporting higher levels of 
overall PTSD symptoms compared to males for a mean difference of ± 0.933 (SE = 
0.341). The model accounted for 4.7% of variance in overall PTSD symptom scores 
during the trauma narrative component of treatment. Observed power for the main effect 
of gender was 0.772. No variations with regard to statistical significance of the overall 
model, main and interaction effects were observed when the preliminary model was run 
without data transformations.  
 Impact of Gender and Sexual Violence on Intrusive Symptoms during Trauma 
Narrative. As noted, when square root transformations were conducted for intrusive 
symptoms during the trauma narrative component of TF-CBT, the transformations did 
allow for a more normal distribution. However, these transformations also caused 
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heterogeneity of variance with regard to gender and sexual violence (p = .019) and closer 
examination revealed that the largest group variance (males with a sexual violence 
history, V = 2.521) and smallest group variance (females with a sexual violence history, 
V = 0.707) exceeded a 3:1 ratio. Consequently, the original variable was utilized given 
that the two-way ANOVA is robust to violations of normality in the absence of extreme 
outliers, but not robust to violations of homoscedasticity particular when the largest and 
smallest group variance exceeds a ratio of 3:1 (Tabachnick & Fidell, 2007). When the 
original variable was utilized for the analysis, the assumption of homoscedasticity was 
not violated (p = .135), although tests of normality indicated violations but the absence of 
extreme outliers. The overall model was significant (F (3, 97) = 3.120, p = .030, partial η
2 = 
.088) and power was observed at .711. However, as Table 5.50 illustrates, there was not a 
significant interaction between gender and sexual violence history with regard to 
intrusive symptoms during the trauma narrative (F (1, 97) = 0.958, p = .330, partial η
2 = 
.010), nor was there a main effect for sexual violence history, (F (1, 97) = 2.763, p = .100, 
partial η2 = .028). There was a main effect for gender, (F (1, 97) = 4.136, p = .045, partial 
η2 = .041) with females (M = 6.6316, SD = 4.73072) reporting higher levels of symptoms 
compared to males (M = 4.1364, SD = 5.48398) for a mean difference of ± 2.104 (SE = 
1.035). The model accounted for 12.4% of variance in intrusive symptoms during the 
trauma narrative component of TF-CBT. Observed power for the main effect of gender 
was 0.521. It is of note that when the model was run for the transformed data other than 
the violation of homoscedasticity there was no variation between the two models with 
regard to statistical significance.  
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 Impact of Gender and Age on Intrusive Symptoms during Trauma Narrative. 
The results of the initial 2 X 2 ANOVA without the transformed data did not vary from 
the results of the revised model with regard to statistical significance. The revised model 
met the assumption of homogeneity of variance (p = 0.074), and the overall model was 
significant (F (3, 97) = 6.291, p = .001, partial η
2 = .163) with observed power of .960. 
There was not an interaction between age and gender (F (1, 97) = 2.191, p = .142, partial η
2 
= .022), and no main effect for age was observed (F (1, 97) = 3.567, p = .062, partial η
2 = 
.035). A significant main effect for gender was revealed (F (1, 97) = 17.241, p < .001, 
partial η2 = .151) with females reporting higher levels of intrusive symptoms compared to 
males for a mean difference of ± 1.039 (SE = 0.250). Observed power for the main effect 
of gender was 0.984 and the model accounted for 4.7% of variance in intrusive symptoms 
during the trauma narrative component.   
 Avoidance Symptoms during Trauma Narrative Component. A two-way 
factorial ANOVA was conducted to assess the impact of sexual violence and gender on 
avoidance symptoms during the trauma narrative component of TF-CBT, and Levene’s 
Test for Equality of Variances indicated that the assumption of homoscedasticity was not 
violated (p = .587). The revised model was significant (F (3, 97) = 3.559, p = .017, partial 
η2 = .099) and power was observed at .773. As Table 5.54 outlines, there was not a 
significant interaction between gender and sexual violence history, (F (1, 97) = 1.508, p = 
.222, partial η2 = .015), and a main effect for sexual violence was not observed (F (1, 97) = 
2.211, p = .140, partial η2 = .022). A main effect for gender was revealed (F (1, 97) = 5.267, 
p = .024, partial η2 = .052) with females endorsing a higher level of avoidance symptoms 
compared to males for a mean difference of ± .605 (SE = .264). Observed power for the 
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main effect of gender was .623. The model accounted for 7.1% of variance in avoidance 
symptoms during the trauma narrative component of TF-CBT. Notably, the overall 
preliminary model utilizing untransformed data was not significant (p = .073), nor was a 
main effect for gender found (p = .067).  
 Impact of Gender and Age on Avoidance Symptoms during Trauma Narrative. 
When the impact of age and gender on avoidance symptoms were examined, the 
assumption of homogeneity of variance was met (p = 0.942). The overall model 
approached statistical significance (F (3, 97) = 2.6090, p = .056, partial η
2 = .075). There 
was not a significant interaction between age and gender (F (1, 97) = 0.049, p = .825, 
partial η2 = .001), and no main effect for age was observed (F (1, 97) = 0.547, p = .461, 
partial η2 = .006). A significant main effect for gender was observed (F (1, 97) = 7.112, p = 
.009, partial η2 = .068) with females reporting higher levels of avoidance symptoms 
during the trauma narrative component compared to males for a mean difference of ± 
0.743 (SE = 0.279). Observed power for the main effect of gender was 0.752. The model 
accounted for 4.6% of variance in avoidance symptom scores during the trauma narrative 
component. No variations between the preliminary and revised models were discovered 
with regard to statistical significance of the overall model, main or interaction effects.  
 Impact of Gender and Sexual Violence on Arousal Symptoms during Trauma 
Narrative. A two-way factorial ANOVA was conducted to assess the impact of sexual 
violence and gender on arousal symptoms during the trauma narrative component of TF-
CBT, and the assumption of homoscedasticity was met (p = .795). The revised model 
utilizing the transformed data was not significant (F (3, 97) = 0.890, p = .449, partial η
2 = 
.027). As Table 5.58 outlines, there was also not a significant interaction between gender 
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and sexual violence history, (F (1, 97) = 0.006, p = .938, partial η
2 = .000), nor a main 
effect for sexual violence (F (1, 97) = 1.432, p = .234, partial η
2 = .015) or gender (F (1, 97) = 
0.752, p = .388, partial η2 = .008). No differences in statistical significance were found 
between the preliminary model with the untransformed variable and the revised model. 
 Impact of Gender and Age on Arousal Symptoms during Trauma Narrative. 
When the impact of age and gender on arousal scores was examined, the assumption of 
homogeneity of variance was met (p = 0.121). The overall model was again not 
statistically significant (F (3, 97) = 0.573, p = .634, partial η2 = .017). There was not a 
significant interaction between age and gender (F (1, 97) = 0.5629, p = .455, partial η
2 = 
.006), and no main effect was observed for age (F (1, 97) = 0.004, p = .950, partial η
2 = 
.000) or gender (F (1, 97) = 1.563, p = .214, partial η
2 = .016). No variations between the 
preliminary and revised models were discovered with regard to statistical significance.  
 
 Processing and Integration Phase. Initial data screening indicated violations of 
normality, with scores of kurtosis and skewness exceeding ±1 on UCLA PTSD-RI 
overall, intrusive, avoidance and arousal symptoms during the processing and integration 
phase of TF-CBT. Furthermore, when data screening occurred for grouped data, these 
violations of normality increased. In an attempt to approach a more normal distribution 
data transformation for these four variables was executed and a square root 
transformation enabled a more normal distribution. Although results of the Kolmogorov-
Smirnov test still indicated violations of normality for females with regard to avoidance 
symptom scores (p = .007) and males for intrusive (p = .013) and avoidance (p = .003) 
symptoms scores, all scores of skewness and kurtosis fell within the recommended ±1 
range. Preliminary models were run using the un-transformed data, followed by revised 
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models utilizing the variables with square root transformations and any variations in the 
results with regard to statistical significance are noted.  
 Impact of Gender and Sexual Violence on PTSD Symptoms during Processing 
and Integration Phase of TF-CBT. A two-way factorial ANOVA was executed and 
results indicated that the assumption of homoscedasticity was not violated (p = .333). 
Overall, the revised model utilizing the transformed data was not significant (F (3, 71) = 
0.523, p = .668, partial η2 = .022). Table 5.62 provides a summary of results. There was 
not a significant interaction between gender and sexual violence history (F (1, 71) = 0.033, 
p = .856, partial η2 = .000), nor was there a main effect for sexual violence history (F (1, 
71) = 1.013, p = .318, partial η
2 = .014) or gender (F (1, 71) = 0.732, p = .395, partial η
2 = 
.010). There were no deviations between the preliminary model and the revised model 
with regard to statistical significance.  
 Impact of Gender and Age on PTSD Symptoms during Processing and 
Integration Phase. When the impact of age and gender on overall PTSD scores during 
the processing and integration phase were examined, the assumption of homogeneity of 
variance was met (p = 0.775). The overall model was not statistically significant (F (3, 71) 
= 1.624, p = .192, partial η2 = .064). There was not an interaction between age and gender 
(F (1, 71) = 2.130, p = .149, partial η
2 = .029), and no main effect was found for age (F (1, 71) 
= 2.776, p = .100, partial η2 = .038) or gender (F (1, 71) = 1.192, p = .279, partial η
2 = 
.017). No variations with regard to statistical significance of the overall model, main or 
interaction effects were observed when the preliminary model was run without data 
transformations.  
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 Impact of Gender and Sexual Violence on Intrusive Symptoms during 
Processing and Integration Phase. A two-way factorial ANOVA was executed to 
explore the impact of gender and sexual violence on intrusive symptoms during the 
processing and integration phase of treatment and results indicated that the assumption of 
homoscedasticity was met (p = .873). Overall, the revised model utilizing the transformed 
data was not significant (F (3, 71) = 0.865, p = .463, partial η
2 = .035). As Table 5.66 
illustrates, there was not a significant interaction between gender and sexual violence 
history (F (1, 71) = 0.068, p = .796, partial η
2 = .001), nor was there a main effect for sexual 
violence history (F (1, 71) = 1.742, p = .191, partial η
2 = .024) or gender (F (1, 71) = 1.103, p 
= .297, partial η2 = .015). There were no variations between the preliminary model and 
the revised model with regard to statistical significance.  
Impact of Gender and Age on Intrusive Symptoms during Processing and 
Integration. When the impact of age and gender on intrusive symptoms were examined, 
the assumption of homogeneity of variance was met (p = 0.572). The overall model 
approached statistical significance (F (3, 71) = 2.668, p = .054, partial η
2 = .101). Similarly, 
the interaction between age and gender approached significance (F (1, 71) = 3.947, p = 
.051, partial η2 = .053). Inspection of Figure 5.31 demonstrates that this near statistically 
significant interaction was disordinal, with males endorsing the highest levels of intrusive 
symptom scores among youth ages 7-12, but the lowest symptom scores for youth ages 
13-18, while intrusive symptoms for females was fairly constant across age groups. A 
significant main effect was observed for age (F (1, 71) = 4.205, p = .044, partial η
2 = .056), 
with youth ages 7-12 (M = 4.0213, SD = 4.46965) endorsing higher levels of symptoms 
compared to youth ages 13-18 (M = 2.44286, SD = 3.37121). Observed power for the 
190 
 
main effect of age was .525. A main effect for gender was not revealed (F (1, 71) = 1.917, p 
= .170, partial η2 = .026). However, main effect results should be interpreted with caution 
as a consequence of the near statistical significance of the interaction effect. The model 
accounted for 3.3% of variance. Notably, in the preliminary model no significant effects 
were observed, and the assumption of homogeneity of variance was violated (p = .047).  
 Impact of Gender and Sexual Violence on Avoidance Symptoms during 
Processing and Integration. Results of Levene’s test for homogeneity of variance 
suggested that the assumption of homoscedasticity was not violated (p = .842). Overall, 
the revised model utilizing the transformed data was not significant (F (3, 71) = 0.625, p = 
.601, partial η2 = .026). Table 5.70 provides a summary of results. There was not a 
significant interaction between gender and sexual violence history (F (1, 71) = 0.131, p = 
.719, partial η2 = .002), nor was there a main effect for sexual violence history (F (1, 71) = 
1.849, p = .178, partial η2 = .025) or gender (F (1, 71) = 0.162, p = .689, partial η
2 = .002). 
There were no deviations between the preliminary model and the revised model with 
regard to statistical significance.  
 Impact of Gender and Age on Avoidance Symptoms during Processing and 
Integration. When the impact of age and gender on avoidance symptoms during the 
processing and integration phase were examined, the assumption of homogeneity of 
variance was met (p = 0.958). The overall model was not statistically significant (F (3, 71) 
= 0.293, p = .830, partial η2 = .012). There was not an interaction between age and gender 
(F (1, 71) = 0.290, p = .592, partial η
2 = .004), and no main effect was found for age (F (1, 71) 
= 0.676, p = .414, partial η2 = .009) or gender (F (1, 71) = 0.043, p = .837, partial η
2 = 
.001). No variations with regard to statistical significance of the overall model, main or 
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interaction effects were observed when the preliminary model was run without data 
transformations.  
 Impact of Gender and Sexual Violence on Arousal Symptoms during 
Processing and Integration. A two-way factorial ANOVA was conducted to assess the 
influence of gender and sexual violence history on arousal symptoms during this phase of 
treatment and the assumption of homoscedasticity was not violated (p = .380). Overall, 
the revised model utilizing the transformed data was not significant (F (3, 71) = 0.177, p = 
.912, partial η2 = .007). Tables 5.74 and 5.75 provide a summary of results and associated 
descriptive statistics. There was not a significant interaction between gender and sexual 
violence history (F (1, 71) = 0.092, p = .763, partial η
2 = .001), nor was there a main effect 
for sexual violence history (F (1, 71) = 0.200, p = .656, partial η
2 = .003) or gender (F (1, 71) 
= 0.240, p = .626, partial η2 = .003). There were no deviations between the preliminary 
model and the revised model with regard to statistical significance.  
 Impact of Gender and Age on Arousal Symptoms during Processing and 
Integration. When the impact of age and gender on arousal symptoms during the 
processing and integration phase were examined, the assumption of homogeneity of 
variance was met (p = 0.896). The overall model was not statistically significant (F (3, 71) 
= 0.352, p = .788, partial η2 = .015). No interaction between age and gender was revealed 
(F (1, 71) = 0.364, p = .548, partial η
2 = .005), and no main effect was found for age (F (1, 71) 
= 0.595, p = .443, partial η2 = .008) or gender (F (1, 71) = 0.367, p = .546, partial η
2 = 
.0015. No variations with regard to statistical significance of the overall model, main or 
interaction effects were observed when the preliminary model was run without data 
transformations.  
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 Successful Completion of TF-CBT. Initial data screening indicated the presence 
of two extreme upper outliers for males and two extreme upper outliers for females and 
the decision was made to exclude these outliers from the analysis as data transformations 
did not yield more normal distributions. Once the outliers were excluded the data did 
approach a more normal distribution, although results of the Kolmogorov-Smirnoff test 
still indicated violations of normality and there remained a tendency towards 
leptokurtosis for intrusive symptoms for males, avoidance symptoms for females and 
arousal symptoms for females, and a positive skew for intrusive symptoms for males. 
Given the robust nature of analysis of variance procedures to violations of normality in 
the absence of extreme outliers, the model that excluded extreme outliers (n = 4) is 
presented.  
 Impact of Gender and Sexual Violence on PTSD Symptoms at Termination. A 
two-way factorial ANOVA was executed to examine the influence of sexual violence and 
gender on overall PTSD symptoms at the termination of treatment. Levene’s Test for 
Equality of Variances was conducted prior to interpretation of the 2 X 2 ANOVA and 
indicated that the assumption of homoscedasticity was met (p = .448). The overall model 
was not significant (F (3, 130) = 1.992, p = .118, partial η
2 = .044). Tables 5.78 and 5.79 
provides a summary of results and associated descriptive statistics. There was not a 
significant interaction between gender and sexual violence history, (F (1, 130) = 0.086, p = 
.770, partial η2 = .001), nor was there a main effect for sexual violence history, (F (1, 130) = 
0.117, p = .732, partial η2 = .001). However, there was a main effect for gender (F (1, 130) 
= 4.910, p = .028, partial η2 = .036) with females (M = 12.53, SD = 8.141) reporting 
higher levels of overall PTSD symptoms at termination of treatment compared to males 
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(M = 9.25, SD = 7.054) for a mean difference of ± 3.126 (SE = 1.411). Observed power 
for the main effect of gender was 0.595. The model accounted for 2.2% of variance.    
 
 Impact of Gender and Age on PTSD Symptoms at Termination. When age and 
gender were examined, the assumption of homogeneity of variance was met (p = 0.176). 
The overall model was again not significant (F (3, 130) = 1.978, p = .120, partial η
2 = .044). 
There was not an interaction between age and gender (F (1, 130) = 0.128, p = .721, partial 
η2 = .001), and no main effect for age was observed (F (1, 130) = 0.005, p = .941, partial η
2 
= .000). There was, however, a significant main effect for gender (F (1, 130) = 5.777, p = 
.018, partial η2 = .043) with females (M = 12.53, SD = 8.141) reporting higher levels of 
overall PTSD symptoms compared to males (M = 9.25, SD = 7.054) for a mean 
difference of ± 3.4320 (SE = 1.428). The model accounted for 2.2% of variance in overall 
PTSD symptom scores at termination of treatment. Observed power for the main effect of 
gender was 0.665. 
 Impact of Gender and Sexual Violence on Intrusive Symptoms at Termination. 
A two-way factorial ANOVA was executed to examine the influence of sexual violence 
and gender on intrusive symptoms at the termination of treatment. Levene’s Test for 
Equality of Variances was conducted prior to interpretation of the 2 X 2 ANOVA and 
indicated that the assumption of homoscedasticity was met (p = .216). The overall model 
was not significant (F (3, 130) = 2.346, p = .076, partial η
2 = .051). Tables 5.82 and 5.83 
provide a summary of results and associated descriptive statistics. There was not a 
significant interaction between gender and sexual violence history, (F (1, 130) = 0.061, p = 
.805, partial η2 = .000), nor was there a main effect for sexual violence history (F (1, 130) = 
0.020, p = .888, partial η2 = .000). A significant main effect for gender was revealed (F (1, 
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130) = 6.747, p = .010, partial η
2 = .049) with females (M = 2.54, SD = 2.166) endorsing 
higher levels of intrusive symptoms at termination of TF-CBT compared to males (M = 
1.57, SD = 1.943) for a mean difference of ± .988 (SE = .380). The model accounted for 
2.9% of variance in intrusive symptoms at termination and observed power for the main 
effect of gender was .732.  
 Impact of Gender and Age on Intrusive Symptoms at Termination. When age 
and gender were examined, results of Levene’s Test for Equality of Variance indicated 
there was unequal variance among the groups (p = 0.030).  Models were run with both a 
square root and log transformation to determine whether either data transformation 
enabled greater homogeneity, but both forms of data transformation actually increased 
heterogeneity as evidenced by the subsequent results of Levene’s Test for Equality of 
Variance. Further data screening indicated that the largest group variance (females ages 
7-12, V = 5.928) and smallest group variance (females ages 13-18, V = 2.608) did not 
exceed a ratio of 3:1 and the decision was made to continue with the analysis despite this 
violation.  
 The overall model was again not significant, (F (3, 130) = 2.381, p = .072, partial η
2 
= .052). There was not an interaction between age and gender (F (1, 130) = 0.163, p = .687, 
partial η2 = .001), and no main effect for age was observed (F (1, 130) = 0.000, p = .985, 
partial η2 = .000). There was, however, a significant main effect for gender (F (1, 130) = 
6.946, p = .009, partial η2 = .051) with females (M = 12.53, SD = 8.141) reporting higher 
levels of symptoms compared to males (M = 9.25, SD = 7.054) for a mean difference of 
± 3.4320 (SE = 1.428). The model accounted for 3.0% of variance in intrusive symptoms 
at termination. Observed power for the main effect of gender was 0.744.  
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 Impact of Gender and Sexual Violence on Avoidance Symptoms at 
Termination. A two-way factorial ANOVA was executed to examine the influence of 
sexual violence and gender on avoidance symptoms at the termination of treatment. 
Levene’s Test for Equality of Variances was conducted prior to interpretation of the 2 X 
2 ANOVA and indicated that the assumption of homoscedasticity was met (p = .829). 
The overall model was not significant (F (3, 130) = 1.002, p = .394, partial η
2 = .023). 
Tables 5.86 and 5.87 provide a summary of results and related statistics. There was not a 
significant interaction between gender and sexual violence history, (F (1, 130) = 0.206, p = 
.651, partial η2 = .002), nor was there a main effect for sexual violence history (F (1, 130) = 
0.002, p = .968, partial η2 = .000) or gender (F (1, 130) = 2.491, p = .117, partial η
2 = .019).  
 Impact of Gender and Age on Avoidance Symptoms at Termination. When age 
and gender were examined, the assumption of homogeneity of variance was met (p = 
0.206). The overall model was again not significant, (F (3, 130) = 0.950, p = .419, partial η
2 
= .021). There was not an interaction between age and gender (F (1, 130) = 0.029, p = .865, 
partial η2 = .000), and no main effect for age (F (1, 130) = 0.031, p = .862, partial η
2 = .000) 
or gender (F (1, 130) = 2.672, p = .105, partial η
2 = .020) was observed.  
 Impact of Gender and Sexual Violence on Arousal Symptoms at Termination. 
A two-way factorial ANOVA was executed to examine the influence of sexual violence 
and gender on arousal symptoms at the termination of treatment. Levene’s Test for 
Equality of Variances was conducted prior to interpretation of the 2 X 2 ANOVA and 
indicated that the assumption of homoscedasticity was met (p = .226). The overall model 
was not significant (F (3, 130) = 1.935, p = .127, partial η
2 = .043). Tables 5.90 and 5.91 
provide a summary of results and related descriptive statistics. There was not a significant 
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interaction between gender and sexual violence history, (F (1, 130) = 0.930, p = .337, partial 
η2 = .007), nor was there a main effect for sexual violence history (F (1, 130) = 0.789, p = 
.376, partial η2 = .006) or gender (F (1, 130) = 2.972, p = .087, partial η
2 = .022).  
 Impact of Gender and Age on Arousal Symptoms at Termination. When age and 
gender were examined, the assumption of homogeneity of variance was met (p = .059). 
The overall model was again not significant (F (3, 130) = 1.452, p = .231, partial η
2 = .032). 
There was not an interaction between age and gender (F (1, 130) = 0.000, p = .990, partial 
η2 = .000), and no main effect for age (F (1, 130) = 0.025, p = .875, partial η
2 = .000). There 
was a marginally significant main effect for gender (F (1, 130) = 3.923, p = .050, partial η
2 
= .029) with females (M = 5.82, SD = 3.723) endorsing higher levels of arousal 
symptoms at the end of treatment compared to males (M = 4.54, SD = 3.156). The model 
accounted for just 1.0% of variance in arousal symptoms at termination and observed 
power for the main effect of gender was .502.   
 Summary of Research Question 3. Given the large number of analyses 
completed to answer research question 3, findings are summarized and preliminary 
observations are offered to aid in interpretation. Tables 5.94 presents a summary of 
findings with regard to gender and sexual violence across all phases of treatment, while 
table 5.95 outlines a summary of findings with regard to gender and age across all phases 
of treatment. Differences between males and females during the various phases of TF-
CBT are first outlined, followed by a summary of the results concerning the impact of 
sexual violence on the relationship between gender and PTSD symptoms during the 
phases of TF-CBT, and then with regard to the influence of age on the relationship 
between gender and PTSD symptoms during treatment.  
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  Gender and Overall PTSD Symptoms during TF-CBT. Significant gender-based 
differences were observed during several phases of TF-CBT with regard to overall PTSD 
symptoms. Specifically, females endorsed significantly higher overall PTSD symptom 
levels at baseline and termination as well as during the PRAC skills and trauma narrative 
phases of treatment. Differences were not revealed, however, during the processing and 
integration phase of treatment, and examination of the means suggests that females 
reported a more substantial decrease in symptoms from the trauma narrative to the 
processing and integration phase, leading to a reduction in the difference in their 
respective scores during the processing and integration phase of treatment. However, 
there was then a similar reduction in overall PTSD symptoms from processing and 
integration to termination, thus resulting in significant differences at the end of treatment.  
 Gender and Intrusive Symptoms during TF-CBT. The same trend that was 
observed for overall PTSD symptoms was also observed for intrusive symptoms. That is, 
females reported significantly higher levels of intrusive symptoms at baseline and 
termination as well as during the PRAC skills and trauma narrative phases of treatment, 
but not during the processing and integration phase of treatment. Additionally, a larger 
reduction in the scores of females was revealed from the trauma narrative to the 
processing and integration phase of treatment that seems to explain the lack of significant 
differences observed during processing and integration. However, a similar decrease in 
symptoms from processing and integration to termination was reported by males and 
females, which resulted in significant differences at termination.   
 Gender and Avoidance Symptoms during TF-CBT. For avoidance symptoms, 
females reported a significantly higher level of symptoms at baseline, during the PRAC 
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skills and the trauma narrative phases of TF-CBT, but not during processing and 
integration or at termination of treatment. Examination of the associated mean scores on 
the avoidance scale of the UCLA PTSD-RI indicates that females reported a more 
substantial decrease in symptoms from the trauma narrative to the processing and 
integration phase of treatment when compared to males, causing no significant gender-
based differences to be observed during processing and integration. From the processing 
and integration phase to termination there were similar decreases in the avoidance 
symptoms of males and females, leading to no significant differences to be found at 
termination.  
 Gender and Arousal Symptoms during TF-CBT. With regard to arousal 
symptoms, statistically significant differences between males and females were observed 
at baseline and during the PRAC skills phase of treatment. Similar to the symptom trend 
of avoidance symptoms however, significant gender-based differences were not found 
during the trauma narrative or processing and integration phase of treatment. With regard 
to arousal symptoms at termination, a marginally significant difference was found for 
gender (p = .50) when the age and gender moderator analysis was conducted, but no 
significant main effect was observed for gender (p = .087) in the sexual violence and 
gender moderator analysis. In an effort to further clarify this discrepancy, an independent 
t test was conducted, and a significant difference between the arousal symptoms scores of 
males and females at the end of TF-CBT was revealed (t (132) = -2.097, p = .038) with 
females endorsing a higher level of symptoms compared to males (MD = ± 1.285). 
Interestingly, males reported an increase in symptoms from the PRAC skills to the trauma 
narrative phase of treatment, whereas females endorsed a similar level of avoidance 
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symptoms at these two phases of TF-CBT. Consequently, no significant differences were 
revealed between males and females during the trauma narrative phase of treatment. 
Furthermore, both females and males reported a similar level of reduction in avoidance 
symptoms from the trauma narrative to the processing and integration phase of treatment. 
However, males reported a greater reduction from processing and integration to 
termination when compared to females thus resulting in significant differences to re-
emerge at termination.  
 Hypothesis Testing for Research Question 3a: Gender. Significant differences were 
found between the overall PTSD symptom scores (H3a), intrusive symptom scores (H3b), 
avoidance symptom scores (H3c), and arousal symptom scores (H3d) of males and females 
at the baseline of treatment, with females reporting higher levels of symptoms and as a 
result hypotheses H3a - H3d are supported.  
Significant differences were also revealed between the overall PTSD symptom scores 
(H3e), intrusive symptom scores (H3f) and avoidance symptom scores (H3g) of males and 
females during the trauma narrative component of treatment, with females endorsing 
higher levels of symptoms. Consequently, hypotheses H3e, H3f and H3g are supported. 
However, significant differences were not found between the arousal symptom scores of 
males and females during the trauma narrative component of treatment and therefore 
hypothesis H3h was not supported. 
Significant differences were found between the overall PTSD symptom scores (H3i) 
and intrusive symptom scores (H3j) of males and females at the end of treatment, with 
females reporting a higher level of symptoms, and hypotheses H3i and H3j were therefore 
supported. Significant differences were not found between males and females in terms of 
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their avoidance symptom scores (H3k) at termination, and consequently hypothesis H3k 
was not supported. With regard to arousal symptom scores (H3l), females endorsed a 
statistically significant higher arousal symptoms in the age and gender moderator 
analysis, but not in the sexual violence and gender moderator analysis. In an effort to 
further clarify this discrepancy, an independent t test was conducted to compare 
differences between males and females at termination of treatment excluding the outliers 
(n = 4) that were also truncated for the factorial ANOVA analyses. Results of the analysis 
indicated that the assumption of homogeneity of variance was met (p = .631).  
Furthermore, a significant difference between the arousal symptoms scores of males and 
females at the end of TF-CBT was revealed (t (132) = -2.097, p = .038) with females 
endorsing a higher level of symptoms compared to males (MD = ± 1.285). As a result, it 
was determined that hypothesis H3l was supported.        
Hypothesis Testing for Research Question 3b: Gender and Sexual Violence. Taken 
as a whole, findings suggest that sexual violence history did not moderate the relationship 
between treatment and overall PTSD, intrusive, avoidance or arousal symptoms at any of 
the phases of TF-CBT. These findings suggest that within this sample, these two factors 
appeared to operate independent of one another in terms of their influence on PTSD 
symptoms. This was contrary to expectations, as it was hypothesized that sexual violence 
history would moderate the relationship between gender and overall PTSD symptom 
scores (H3m), intrusive symptom scores (H3n), avoidance symptom scores (H3o), and 
arousal symptom scores (H3p) of males and females at the beginning of treatment. 
Specifically, it was hypothesized that there would be significant differences between the 
symptoms of males and females without a sexual violence history, but not for those with 
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a sexual violence history. As a result, hypotheses H3m, H3n, H3o, and H3p were not 
supported. Further, a significant main effect was not observed for sexual violence history 
during any of the phases of TF-CBT on any of the dependent measures. This indicates 
that there were not significant differences between the symptom scores of those with and 
without a sexual violence history irrespective of gender. 
Hypothesis Testing for Research Question 3c: Gender and Age. Similar to findings 
concerning gender and sexual violence and contrary to expectations, age was also not 
found to moderate the relationship between gender and overall PTSD symptom scores 
(H3q), intrusive symptom scores (H3r), avoidance symptom score (H3s), or arousal 
symptom scores (H3t) at baseline of treatment. As a result, hypotheses H3q, H3r, H3s, and 
H3t were not supported. In fact, age did not moderate the relationship between gender and 
symptom scores on any of the outcome measures or during any of the phases of TF-CBT 
with one potential exception. Specifically, during the processing and integration phase of 
treatment the interaction of gender and age on intrusive symptoms approached statistical 
significance (p = .051), and a significant main effect for age (p = .044) was observed with 
older youth in the sample endorsing lower levels of symptoms compared to younger 
children, while no main effect for gender was observed.  
Qualitative Strand 
 After analysis of quantitative strand was completed, the focus shifted to 
purposively selecting the qualitative sample. Efforts were made to select participants who 
met the selection criteria and who represented the variation in symptom profiles revealed 
in the quantitative sample. Additionally, although sexual violence history and age were 
not found to moderate the relationship between symptom severity and phase of TF-CBT 
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treatment, efforts were taken to select participants both with and without a sexual 
violence history, as well as a combination of younger and older youth. Furthermore, 
given that findings from the quantitative strand indicated that statistically significant 
differences in PTSD symptoms between males and females began to abate at the trauma 
narrative component of treatment before disappearing altogether during the processing 
and integration phase, particular attention was focused on discerning whether or not 
differences in symptoms were noticeable in the narratives of males and females.   
Participant Profiles 
 Table 5.96 provides an overview of the profile of participants included in the 
qualitative sample. The sample (N = 16) included eight males and eight females who 
ranged in age from 8-16 years of age (M = 13.25) and who experienced a mean of 5.375 
trauma types. Clinicians also identified the index trauma of participants at baseline, 
which is the trauma type that appears to be contributing to the most distress. At baseline 
of TF-CBT treatment, seven participants were in the custody of the state and resided in 
foster care, while four lived with a relative, four lived with their biological mother, and 
one participant had been adopted. Although participants often had several presenting 
problems identified at baseline of treatment, clinicians are asked to identify the primary 
presenting mental health concern. For participants included in the qualitative sample, the 
primary presenting problem was identified as PTSD for 10 participants, generalized 
anxiety disorder for four participants, major depressive disorder for one participant and 
traumatic loss for one participant.   
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Research Question 4a: What similarities exist in the trauma narratives of boys and 
girls in regards to the way they appraise and make meaning of their traumatic 
events?  
 Prior to attempting to better understand differences that may exist in the trauma 
narratives of males and females, it was first necessary to explore how boys and girls 
appear to appraise their traumatic events, and the consequent impact of those experiences 
on their systems of meaning. Five overall themes emerged in this regard, and Table 5.97 
provides a summary of findings. It is also of note that no variations in the narratives of 
older and younger youth were identified other than those expected differences due to age 
and developmental level. Likewise, there were no noticeable differences between those 
with and without sexual violence histories, although only four participants had 
experienced sexual violence.  
 Lack of Safety. Within this overall theme of lack of safety two major sub-themes 
emerged: a lack of physical safety and a lack of psychological safety. Physical safety, or 
the act of being physically safe, is conceptually related but distinct from psychological 
safety, or a sense of feeling safe. While a lack of physical safety was described and 
materialized as a theme in the trauma narratives of this sample of youth, psychological 
safety emerged as a stronger theme and there was an emphasis on the fear and 
powerlessness participants felt during, but also after their traumatic experiences. 
 Lack of Physical Safety. When recalling their traumatic experiences, all 16 youth 
commented on the lack of physical safety that was present in their lives. They recounted 
incidents where they were physically unsafe, and often noted chaotic and unsafe 
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environments where they were subjected to physical, emotional and sexual abuse, 
inadequate supervision, and impaired caregiving due to substance misuse in particular. 
Participants also discussed the lack of physical safety they suffered when they witnessed 
and sometimes were caught in the middle of interpersonal violence ensuing between adult 
caregivers, or when they were exposed to incidents of community violence. Youth often 
noted actual physical pain they experienced during and after traumatic events, principally 
when they had suffered physical and/or sexual abuse. For example, in regards to an 
incident of sexual abuse, a male participant commented “…it hurt…I felt pain on top of 
my thighs and up my back and shoulders. My neck hurt. I couldn’t move.” Similarly, a 
female participant, in discussing her physical abuse, commented, “It hurt…I couldn’t sit 
or stand after the spankings. My butt was bruised- it was purple and brown.”    
 Lack of Psychological Safety: Fear and Powerlessness. Across all 16 trauma 
narratives, participants relayed their lack of psychological safety and in particular the 
sense of fear and powerlessness they felt during and after their traumatic experiences. 
Notably, this theme was even more prominent than their direct discussions of physical 
pain. Youth used the words scared, terrified, unsafe, and panicked in an attempt to 
convey the fear invoked by offending caregivers and other adults in their lives, and 
discussed how they often feared for their lives. For example, when recounting an incident 
of physical abuse one male participant noted “I felt unsafe and scared when he would do 
it…it felt like he was going to kill me” while another similarly stated “I would think I am 
going to die.” Youth also frequently pointed to the unpredictability of the offending 
caregiver’s behavior as a source of confusion and uncertainty that contributed to their 
sense of fear and in some cases led to hypervigilance and/or ongoing anxiety related to 
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safety. A male participant recalled “I was always wary of when he might snap” while 
another male commented “It was like I was supposed to telepathically know what he 
wanted me to do.” Similarly, a female participant noted “I didn’t understand, why was I 
getting in trouble? It was strange…”  
 This lack of predictability contributed to a sense of confusion and fear, but also 
seemed to contribute to a sense of powerlessness. Although more nuanced, all 16 of the 
narratives included statements that conveyed the powerlessness youth felt when they 
were unable to stop the maltreatment of themselves or others (e.g. caregivers, siblings). 
For instance, one female participant noted “I was really scared…I was shaking and felt 
small…like there was nothing I could do,” while a male stated “it didn’t matter what I 
did, I couldn’t stop it [the abuse].” This is particularly notable given that for all 16 
participants a caregiver who they were dependent upon for safety and protection was also 
responsible for at least one type of the traumatic events they experienced.  
 Sense of Responsibility. Participants also noted the sense of responsibility they 
perceived and this theme emerged in various contexts, including a sense of responsibility 
for the maltreatment and/or their removal and perceived responsibility to protect and care 
for a caregiver. Of course, it is developmentally appropriate for youth to interpret events 
in a somewhat egocentric manner and this may in part help to explain the undue sense of 
responsibility many participants expressed in regards to the traumatic events. However, 
this developmental tendency seems to have been exacerbated by the reality that the adults 
who these youth were dependent upon for safety and survival mistreated and abused 
them. Taken as a whole, this sense of responsibility appeared to be closely connected to 
strong emotions, such as guilt, shame, anger, resentment and sadness, as well as negative 
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cognitions regarding safety, their view of self, the world and others. Additionally, by 
virtue of their developmental level and the actions of their caregivers youth were often 
unable to protect and/or care for their biological parents as well as incapable of 
controlling their maltreatment and whether or not they were removed as a result. This 
seems to have contributed to feelings of incompetence and a lack of control over their 
lives, which in turn led to negative alterations in their cognitions related to the world, 
others and themselves.  
 Feeling Responsible for Maltreatment and/or Removal. In all 16 of the 
narratives youth mentioned how they somehow felt to blame for the maltreatment they 
encountered and/or their removal. While this perspective seemed to change during the 
course of the narrative, as evidenced by clarifying statements such as “now I know it was 
not my fault,” youth seemed to repeatedly interpret that they were responsible for their 
maltreatment and/or removal because of their behavior. For example, one female 
participant wrote “me and [sister] would fight all the time and we really bad then one day 
they came and got us out of school and told us we were going into foster care.” 
Importantly, a few participants also described how this sense of responsibility was 
reinforced in their foster homes. For instance, the female participant mentioned above 
went on to explain that in her first foster placement “They hit me and my little sister 
because we were bad…then I went to my second foster home and it was a big house and I 
liked it there but I threw fits and she couldn’t handle me so we went to another foster 
home…” 
 Youth also spoke about trying to be good and meet the expectations of caregivers 
so as not to encourage an incident of violence. A female participant noted “She [mom] 
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said things that hurt my feelings, but I would never say anything because I didn’t want 
her to get mad at me or hurt me. I tried to be good.” While at times this perceived sense 
of responsibility seemed more implied and subtle, there were also times when youth 
spoke about explicitly being blamed for their removal and explained how the response of 
their caregivers often contributed to feelings of guilt and/or shame for their consequent 
symptoms and behaviors. For instance, one male participant discussed how he made 
suicidal statements while at school and the counselor called his mom and had her take 
him to the hospital. He explains, “Mom picks me up and yells at me on the way there, 
saying this was going to make her look bad.” Later, after this participant and his siblings’ 
were placed in foster care, his mother told him “you are the reason I am in this situation.” 
Similarly, a female participant, when discussing the day that she was removed, explained 
“They [child welfare] said girls can you go up and pack your bags. Mom was crying her 
eyes out because she was scared. She said that she hated our guts.”    
 Feeling Responsible to Protect and Care for Parent(s). Many participants also 
discussed the responsibility they felt to take care of and protect their biological parents. 
This theme was present in nine total narratives, and specifically in five female narratives 
and four male narratives. This theme was also more apparent in the narratives of older 
participants, which may reflect the increased sense of responsibility older youth feel to 
protect and care for their caregivers. One female participant who had been removed from 
her biological mother’s care simple noted “I feel guilt and responsibility for not being 
with her [mom].” This sense of responsibility most frequently seemed to arise in 
situations where biological mothers were involved in domestic violence, but also in cases 
biological parents struggled with impaired caregiving due to substance abuse issues that 
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often co-occurred with physical health issues. For instance, a male youth, when 
discussing his father who had substantial health issues as well as co-occurring substance 
abuse, stated “I helped take care of him. I cooked for him, gave him his pills and put 
them in the pill box. I would give him drinks. I did laundry. He would pee in bottles and I 
would take them.” While some participants spoke about the need to complete daily living 
tasks, such as cooking and cleaning, others also spoke about monitoring their caregiver’s 
wellbeing when they were under the influence of substances and/or trying to keep them 
safe when there were episodes of domestic violence. In retelling an incident of violence 
between her mother and a boyfriend, a female participant stated, “I was trying to get out 
[of a locked bedroom]…to see mom because I was scared. I wanted to see if she was 
okay” and “sometimes I would get in the middle to make it stop.” This participant also 
went on to outline her ongoing worry for her mother’s safety and desire to keep her safe. 
In fact, many participants reported worry related to their biological mother’s safety in 
particular. One female participant explained, “I wonder if she [biological mother] is okay. 
I wonder if she is taking care of herself. If she doesn’t take care of herself, she could die. 
I wonder if she has a good job and a house. I want her to be safe…”  
 Feeling Responsible to Protect Siblings. Additionally, both males and females 
identified complicated feelings related to a sense of responsibility to protect their siblings 
from maltreatment. Of all 16 narratives, five participants (three females and two males) 
identified that they had younger siblings who were also living in maltreating 
environments, and all five spoke about trying to keep their younger siblings safe during 
episodes of violence. For example, one female participant recalled “When he [stepfather] 
would start screaming, they [younger siblings] knew to come and get me.” These 
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participants also expressed complicated feelings related to their sense of responsibility 
and those instances when they were unable to protect their siblings from maltreatment or 
exposure to potentially traumatic environments. For example, when visitation was halted 
between a male participant and his biological father, but not between his younger brother 
and father, he stated “I felt like I didn’t do enough to protect [brother]…I didn’t help my 
brother when I needed to. I felt guilty.” Similarly, when a female youth discovered that 
her biological father had been sexually abusing her stepsisters, she commented “I felt bad 
about it happening to them. Feel like I should have protected them as their older 
sister…since I’m the older sister I know that I’m the one who’s supposed to help 
them…” 
 Altered Systems of Meaning. All 16 participants discussed in great detail the 
negative cognitions and affective states they experienced during and after their traumatic 
experiences, and it was apparent that their systems of meaning had been compromised. 
As one male participant astutely recognized “When you are raised in an abusive situation 
your world and reality is shifted and warped.” Further, this theme also had three 
prominent subthemes: a lack of trust in others, negative cognitions related to self and 
negative emotions related to self.  
 Lack of Trust of Others. With regard to the impact of their traumatic events on 
their view of others and the world, the most noticeable theme that arose was the lack of 
trust these youth had in others. This theme was present in nine narratives, and in five 
male narratives and four female narratives. Participants spoke about the lack of 
dependability of their offending caregivers, and this appeared to generalize to a lack of 
trust in subsequent caregivers, particularly for those youth who were placed in foster care 
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as opposed to placement with a non-offending caregiver or relative. Not surprisingly, this 
lack of trust appears to have been exacerbated when youth were removed from their 
biological homes and placed in foster homes where there was subsequent maltreatment, 
as several of the participants also described these experiences. Although there was 
evidence that this lack of trust was a focus of later cognitive and emotional processing, 
several participants nonetheless spoke about how their offending caregivers’ actions 
caused them to have a lack of trust in others that generalized to a lack of trust in people. 
One male participant, when speaking about his difficulty with current relationships, 
explained “Now I have this stupid controlling factor in my relationships. I know I 
wouldn’t have half the problems if it hadn’t been for [stepfather]. I don’t trust now. It is 
all screwed over. I can’t keep a nice, stable one [relationship].” Similarly, a female 
participant commented “My experiences have caused me not to trust people 
automatically. People have to earn my trust now.”  
 Negative Cognitions Related to Self. All 16 participants discussed their negative 
thoughts about themselves throughout their narratives. While this explicit emphasis on 
negative cognitions and emotions is to be expected given that one of the major goals of 
the narrative component is to identify thoughts and feelings connected to traumatic 
events, it is nevertheless notable that these negative thoughts and emotions frequently 
related to participants’ sense of self. Attachment theory helps to explain that children see 
themselves as reflected through the eyes of their primary caregivers, and so when those 
very same individuals are also maltreating and non-protective, it contributes to negative 
cognitions regarding self. Participants spoke repeatedly about having negative cognitions 
about themselves and most acknowledged some variation of the statement I thought I had 
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done something wrong or I thought I was bad; cognitions that are likely closely related to 
the sense of responsibility they felt for their maltreatment and/or removal. For instance, 
one female participant stated “I started to throw fits and be bad…and all of this 
[maltreatment and removal] has made me a monster.” Importantly, these negative 
cognitions related to being bad also seemed to be reinforced at times by subsequent 
caregivers. For example, a male participant spoke about a foster home placement that 
disrupted and commented “They made me watch juvenile shows—like kids who were in 
juvy—they told me if I didn’t straighten up then I would be in juvy.”     
 Negative Emotions Related to Self.  In addition to the negative cognitions of self 
participants expressed, all 16 narratives also indicated the complicated and intense 
feelings of sadness, loss, anger, confusion, resentment, shame and guilt that participants 
experienced. While some of these emotions were targeted at situations and/or offending 
caregivers, youth also expressed how they often felt guilt, shame and disappointment in 
themselves and this appeared closely connected to their perception of responsibility with 
regard to the traumatic events and protecting others. Relatedly, many participants also 
noted feeling emotionally numb, detached and isolated during the course of their 
maltreatment—all of which are symptoms included in the negative alterations of 
cognition and mood symptom cluster of the DSM-5 PTSD diagnosis. For instance, one 
male participant commented “I didn’t do any school work. I didn’t care, nothing mattered 
anymore. There wasn’t any emotion. I just would sit there with a blank face for a few 
weeks. I was numb.” This numbness and detachment may in part have manifested in their 
attempt to shield themselves from psychological and physical harm, but not without 
negative consequences on their sense of self.    
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 Struggle to Understand Why Traumatic Events Occurred. One of the most 
prominent themes that manifested was an effort on the part of participants to make sense 
of why the traumatic events had occurred, and in particular why the adults in their lives 
made the choices they did. It was clear that all 16 participants were engaging in the 
meaning making process that is hypothesized to occur during the trauma narrative stage 
of treatment, and in accordance with the meaning making model, this desire to 
understand included a search for comprehensibility, defined as attempts to make the 
events fit with a system of accepted rules and norms, and a search for significance, 
defined as attempts to determine the value or worth of the events (Park, 2010).  
 Search for Comprehensibility. All 16 participants seemed to struggle with the 
cognitive dissonance created when they attempted reconcile attachment and love for their 
offending caregivers coupled with their desire for offending caregivers to love and 
protect them with the reality that their caregivers physically and/or psychologically hurt 
them, and did not keep them safe or protected. For instance, one male participant 
discussed how his mother was aware that her boyfriend was sexually abusing him and his 
sister. He stated, “Mom knew it was happening. I feel shame. I feel bad about my mom. 
But, I think, why didn’t she stop it? I am mad at her. I feel sad. I feel angry. I think why 
did she do that? I didn’t get to choose my mom.” Relatedly, one participant, after being 
placed in foster care, recounted that during and after supervised visits with her biological 
mother she would think “why did you do this to me? If you hadn’t done this we could be 
together all the time.” Embedded in these narratives was often the underlying question of 
if you loved me, then why did you do these things or let these things happen and, 
importantly, why aren’t you changing? Cognitions concerning this search for 
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comprehensibility were often associated with complicated and sometimes conflicting 
emotions, including anger at the biological parent; a sense of loss; resentment; guilt and 
feelings of shame for their symptoms, for not wanting to live with their biological parent 
or for the anger they felt towards them; and at times a sense that they were not loved or 
worthy of love. Further, although there was evidence of both emotional and cognitive 
processing embedded in the narratives as a whole, this was particularly evident when it 
came to content related to a search for comprehensibility.     
 Search for Significance. To a lesser degree, there was also evidence that 
participants were searching for the meaning and significance of the traumatic events in 
their lives as a whole. The fact that this sub-theme emerged less often than the search for 
comprehensibility may reflect participants’ current circumstances insomuch that many 
were still in temporary placements (e.g. temporary placement with relative, foster care) 
and in some cases having contact with their offending parents, and because participants 
were still experiencing traumatic stress symptoms and in the process of treatment. It may 
have therefore been more difficult for them to have the internal resources to reflect on 
their traumatic experiences in this way. Similarly, the decreased emphasis on a search for 
significance compared to their search for comprehensibility may also be indicative of 
their developmental age, as the ability to discern the overall value and worth of traumatic 
events can increase with greater cognitive and emotional capacity. There was evidence in 
the narratives of seven participants (four females and three males) that they were 
struggling to identify what they could pull out of their traumatic events moving forward. 
For example, one female participant stated, “I still don’t know why she [biological 
mother] did it, but it was not my fault and I did not deserve to be treated that way” and 
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this participant went on to discuss that she has learned what type of mother she wants to 
be someday. In fact, many participants noted that one of the lessons they had taken away 
from their experiences was the type of parent or partner they hoped to be in the future. 
One male participant, in discussing his stepfather’s treatment of his mother, noted “I’ve 
learned a lot about relationships….he [stepfather] always asked where she [biological 
mother] was, when she would be home, told her when to be home and who she could and 
couldn’t talk to and hang out with. He controlled her. He was mean and angry. I don’t 
want to be like that. I want to trust…violence is no way to solve problems.”       
 Evidence of Meanings Made. Meanings made, as defined by Park (2010), are the 
“…end results or changes derived from attempts to reduce discrepancies or violations 
between appraised and global meaning” (p. 260). Although there was variation in the 
extent to which participants appeared to have reduced the discrepancies between global 
and situational meaning, the narratives of all 16 participants included evidence that they 
had evolved in their understanding and appraisal of their traumatic experiences, had a 
restored sense of safety, and perceived some level of personal growth during the course 
of TF-CBT.  
 Reappraisals. Throughout the narratives, but particularly in the final portion 
where participants explicitly outline what they have learned and how they have changed, 
there was evidence of reappraisals in all 16 narratives. These reappraisals occurred in 
many contexts, but most consistently with regard to reattributions of blame and 
responsibility. For example, one female participant stated “I don’t think kids should have 
to put up with what parents do when it is not helpful and can hurt the kids. It is not kids’ 
fault that their parents do the wrong things, the parents are adults and it is their choice to 
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make good or bad decisions.” Similarly, another male participant commented “Now I 
know the touching [sexual abuse] was [perpetrator’s] fault.” Reappraisals of self were 
also evident in the narratives, and many participants indicated an increased sense of self-
worth. One female participant commented, “I don’t feel worthless anymore. I know the 
abuse wasn’t my fault. It was dad’s decision. I also know that people do want me 
around.” Other participants also discussed how they used to worry about turning out like 
their offending parent. One male participant commented “I realize that even though this 
happened to me it doesn’t mean I am going to be like my father. I used to worry that I 
was going to turn out like him, but I have choice in the way I behave and how I treat 
other people. What happened drives me to help others.” 
 Furthermore, the process of reappraising the traumatic events seems to have been 
aided in large part by reflecting on the differences between their current placement and 
their prior experiences of caregiving. One female participant stated, “I would wonder 
why she was mean to me…I would feel embarrassed when she called me names. I would 
feel not good about myself. It seemed like every day I would get in trouble for nothing. I 
felt like I was not a good person. Now I realize that was just twisted thinking. I know it’s 
not true. I know everyone in my [adoptive] family loves me and people outside my 
family love me…my [adoptive] parents take care of me. They give me respect and love 
and kindness. Now I know [biological mother] had anger issues, and that sometimes she 
would take her anger out on me and punish me for nothing. It wasn’t my fault.” 
 Restored Sense of Safety. All 16 participants also noted, to varying degrees, the 
restored sense of safety they were experiencing. For many participants this realization 
seemed aided by their ability to contrast their prior homes with new placements. One 
216 
 
male participant noted “I feel safe in my home now. I am not scared of my grandparents. 
Grandma and grandpa love me.” Another male participant explained “Good parents help 
kids, keep them safe, teach them to mind. [Foster parents] do those things…I like it there. 
I feel safe.” This restored sense of safety was present in the narratives of those youth who 
expressed that they did not want to go back to live with their offending caregivers, but 
importantly there was also evidence of the ability to recognize a restored sense of safety 
in the narratives of youth who expressed that they continued to miss their offending 
caregiver and had a desire to live with them again. For example, one female participant 
explained that she misses her mom and wants to live with her, but in speaking about her 
current foster home commented “I really like it here, I have been with [foster parent] for 
about a year and they are like family. [Foster parent] takes care of me.”  
 Perceptions of Growth. All 16 participants also spoke about the ways they had 
changed or grown during the course of treatment. Participants discussed the importance 
of learning that it was acceptable and helpful to express all emotions, and indicated the 
coping skills they had developed through the course of treatment to manage their 
symptoms and in particular their strong emotions. There was also evidence that 
participants were able to identify and hold mixed and seemingly conflicting emotions and 
cognitions connected to their past experiences. Relatedly, in many instances the 
development of coping skills seems to have contributed to a greater sense of control. For 
example, one female participant commented “I learned [in my biological mother’s home] 
that it was not okay to show frustration or anger. Now I know that it is okay to feel 
frustrated or angry, and that there are ways to manage my anger and frustration…I can do 
these things: be silly and change my mood, take deep breaths, do yoga moves, talk about 
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feelings, and tell people what I need.” Within this theme, participants also discussed how 
their traumatic experiences no longer defined them, suggesting that to some extent they 
had been integrated into their overall identity. For instance, one male participant 
explained “All the things that he did and all my bad experiences are not the only things 
that are shaping me anymore. My friends, teachers, the things I do—like swimming and 
theater—all of those people and experiences help to shape me as well.” Finally, many the 
statements made by participants evidenced a future orientation. In particular, many 
participants indicated a desire to choose a profession where they would help others. One 
male participant stated that he wanted to be a police officer, so that he could “get the bad 
guys”, while another male indicated he wanted to be a surgeon to help those who had 
been shot because his father had been shot and killed in an instance of community 
violence.    
Research Question 4b: What differences, if any, exist in the trauma narratives of 
boys and girls?  
 After exploring the themes embedded in the narratives of the entire sample, the 
focus of analysis shifted to discovering whether or not there were differences in the 
narratives of boys and girls. Four major themes that emerged in this regard and are 
outlined in Table 5.98.  
 Females: Negative Cognitions Related to Feeling Unlovable and/or 
Worthless. As noted in the findings related to research question 4a, the trauma narratives 
of the entire sample included evidence of altered systems of meaning, and in particular 
they contained content that suggested negative cognitions and emotions related to self. 
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The sample as a whole appeared to feel responsible for some aspects of their 
maltreatment and/or removal, and many spoke about feeling as though they were bad or 
did something to cause their maltreatment. However, there were also nuanced differences 
in way that these negative cognitions appeared to manifest and the degree to which they 
were generalized to the entire sense of self. Specifically, seven of the eight females 
appeared to interpret their traumatic experiences in such a way that they developed 
negative cognitions related to not being good enough and not being worthy of love. For 
example, one female participant stated “Because my parents still do drugs and drink 
means they do not care about us [she and her siblings] because if they did care they 
would do something to stop…”  
 Furthermore, while male and female participants explained that they—at least 
initially—felt responsible and attributed blame to themselves for their maltreatment, 
females also made statements that suggested a higher level of personalization (e.g. 
something is wrong with me) as well as a higher level of accommodation (e.g. changing 
global meaning to be consistent with situational meaning) and generalization to their 
entire sense of self (e.g. I am not lovable, I am not good enough). For example, a male 
participant in speaking about his father’s maltreatment, commented “I felt angry when 
this happened. It made me think that he didn’t care about us [he and his sibling] and that 
he was egotistical.” This statement indicates that while this participant felt uncared for, 
he attributed this to his father’s characterological shortcomings, and not as evidence of 
his own lack of self-worth. Furthermore, while males acknowledged not feeling cared for 
or safe, they did not use the words worthless, unloved, or good enough to describe how 
this impacted their sense of self. Alternatively, females did appear to generalize their 
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maltreatment experiences in this manner. For instance, one female participant, when 
explaining how her mother’s maltreatment made her feel, stated “I would feel so 
unloved...sometimes I think I hate myself.” Similarly, another female participant when 
discussing her mother’s decision to stay with an abusive partner and continue using 
substances after she and her siblings had been removed, noted “All of this made me think 
that I wasn’t good enough.” There was a strong sense of feelings of insignificance, and 
one participant overtly stated “I felt like I was nothing to everyone and no one wanted 
me…I felt worthless.”   
 Sense of Responsibility: Females Feeling Responsible to Care for Siblings. As 
noted in research question 4a, a theme emerged in the narratives of males and females 
regarding a sense of responsibility to protect younger siblings from maltreatment. 
However, among the five participants with younger siblings, all three female participants 
spoke about their perceived responsibility to care for and parent younger siblings in the 
absence of an appropriate caregiver. And, similar to participants’ sense of responsibility 
to protect and care for their caregivers, there was evidence of role reversal. For instance, 
one female participant stated “She [biological mother] would never clean the house, do 
laundry, clean the dishes- that’s what I did. It would never get done and so I did it so the 
house wasn’t a mess for the kids [her younger siblings]. I bathed the kids. I made them 
dinner. I did [sister’s] hair. I taught [sister] her alphabet, and how to spell…in the 
morning I would make [sister] and [brother] a bowl of cereal and get them dressed.” 
Additionally, in four other narratives (three female and one male), participants discussed 
how an older sister often helped care for them. For example, one female participant 
noted, “Whenever we were younger we were forced to raise ourselves. [Older sister] took 
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on the role of being mother and she cooked and cleaned.” Similarly, another female 
participant stated “My sis took really good care of me and she stood up for me a lot. She 
would make sure I had food before her; she would make she me and her be in our room if 
there were other [unsafe] people in the house.”   
 Females: Evidence of Higher Levels of Anger towards Offending 
Caregiver(s). Certainly the narratives of both boys and girls identified feelings of anger 
related to their traumatic experiences. However, in the narratives of females as a whole 
there was a stronger emphasis on feeling angry towards their offending caregivers, and 
particularly towards biological mothers, despite the fact that mothers were the 
perpetrators of maltreatment for both boys and girls fairly equally. The anger expressed 
by girls in their trauma narratives also appeared to be more intense, was expressed in 
their narratives more frequently, and seemed to persist to a greater degree compared to 
the narratives of the boys. For instance, one female participant explained, “I would 
wonder why she was mean to me. I would think I don’t want to live with you anymore 
and I hate you…I threw temper tantrums a lot because I was so mad at her [biological 
mother]. That was my way of staying STOP treating me this way…” These feelings of 
anger seemed to be frequently associated with females’ negative cognitions related to self 
and specifically feeling unloved and/or worthless. Anger also appeared to potentiate in 
the narratives of girls due to their perception that other children in the home were 
favored. One female participant explained “She [biological mother] always made me feel 
like I wasn’t as good as [younger male sibling]. She made me feel like a piece of trash 
and I would think that I wasn’t good enough. It was like all that I had done…it wasn’t 
enough.” Lastly, female participants also appeared to continue to have higher levels of 
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anger during the trauma narrative process. For example, one female participant 
commented, “I don’t have control over what my mom does. It makes me mad. I still feel 
mad at her because she makes stupid decisions. They got me to where I am now…” 
Likewise, another female participant stated “I feel so mad—it doesn’t get me sad 
anymore. They [biological parents] should just forget about us and go on with their own 
stuff—that’s what they are doing anyhow.” Embedded in this statement and similar 
statements made by other females is an emotional charge that was not as palpable in the 
narratives of males—or seems to have been more resolved.    
 Females: Evidence of Higher Levels of PTSD Symptoms. Although subtle, the 
last theme to emerge was evidence of higher levels of PTSD symptoms among girls in 
the sample, and specifically intrusive and avoidance symptoms. It is unclear whether this 
theme would have emerged if the quantitative findings had not informed the analysis of 
the qualitative strand. Nonetheless, when specific attention was focused on discerning 
evidence of PTSD symptoms embedded in the narratives, there were differences in the 
frequency with which females discussed intrusive and avoidance symptoms, and the 
degree to which they indicated they had dissipated since the traumatic events.  
 Females: Evidence of Higher Levels of Intrusive Symptoms. Importantly, the 
presence of intrusive symptoms seems to be closely related to each participant’s current 
sense of safety and stability irrespective of their gender. However, as a whole the trauma 
narratives of females included more statements referencing nightmares and distressing 
recollections of and/or unwanted thoughts related to the traumatic events when compared 
to the narratives of males. Additionally, females seemed to express that their intrusive 
symptoms persisted, whereas males more often discussed how they had decreased or 
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were no longer present. For instance, one male participant recalled how when he was 
placed in foster care he “slept on the couch the first 3 nights because I got 
scared...sometimes I went into [sister’s] room at night. I wanted to check on her and 
make sure she was okay.” However, he later commented that he does not feel scared 
anymore and now sleeps in his own room. Alternatively, a female participant, who had 
been adopted and initially removed over five years prior, commented “Sometimes I still 
have bad dreams about all the things [biological mother] did” while another female 
participant expressed ongoing anxiety that someone was going to break into her home 
and hurt her. Similarly, a female participant commented “sometimes I get scared for no 
reason” while another reported continuing to feel “intense fear” when she thinks about 
prior negative experiences. Another female participant reported “I spend 75000% of the 
time each day thinking about her [biological mother] and the things that happened.” The 
discussion of nightmares, distressing recollections, and/or physiological activation in 
response to the traumatic events was not readily apparent in the narratives of boys as they 
reflected on their experiences, despite the fact that they outlined their thoughts and 
feelings regarding their traumatic events and the individuals who perpetrated them to the 
same extent that females did.  
 Females: Evidence of Higher Levels of Avoidance Symptoms. A pattern of 
internal and external avoidance often develops in response to the distress caused by 
intrusive symptoms, so given that females expressed higher levels of intrusive symptoms 
in their narratives it is not surprising that they also appeared to discuss higher levels of 
ongoing avoidance. In fact, in the eight narratives completed by males, there are no 
statements indicating current avoidance of discussion of the traumatic events or 
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avoidance of trauma reminders, although several of the males note that they do not want 
to see or have contact with their offending caregivers. However, the latter point does not 
appear to be evidence of avoidance, but rational efforts to keep themselves safe and 
protected. Alternatively, several of the females explicitly stated that they do not like 
talking about their experiences. For instance, one female commented that she doesn’t like 
to talk about it now because “it is very stressful to think about…” Similarly, another 
female participant stated “When I think about her [biological mom] now I feel sad so I try 
not to think about her. It is hard not to think about her.” Female participants also 
indicated feeling psychological distress and physiological arousal when recounting their 
traumatic events, and avoiding discussion in an attempt to shield themselves from this 
uncomfortable and/or distressing arousal. For instance, a female participant observed that 
when she discussed her traumatic events “my stomach feels tight talking about this and I 
feel worried. I was afraid that if I talked about it I will go into depression and start 
cutting.” However, this participant was also able to acknowledge her strength. She later 
commented, “I am strong enough to keep myself together. Talking about it helps.” 
Summary of Qualitative Findings  
 Taken as a whole, the qualitative stand of this study informs the quantitative 
findings. First, several themes emerged in the trauma narratives of both males and 
females that enable a deeper understanding of the processing hypothesized to occur 
during TF-CBT. Further, the identified themes also provide insight regarding the way in 
which PTSD and other trauma-related symptoms manifest during the course of the 
healing process. Among this sample, when describing their traumatic events, participants 
focused on the lack of physical and psychological safety they encountered both during 
224 
 
and in the aftermath of their traumatic experiences, and in particular participants 
endorsed substantial fear and a sense of powerlessness. It was also clear that, at least 
initially, participants perceived an undue sense of responsibility for the events themselves 
or for the consequences of those events (e.g. removal, placement disruption, no contact 
orders, etc.). Accompanying this sense of responsibility for the maltreatment and/or 
removal, participants also discussed how they felt they were bad as well as outlined, 
almost as if in an attempt to persuade the clinician, how they tried to minimize the 
frequency of abuse by trying to meet expectations and/or please caregivers. There was 
also evidence of role reversals as participants felt unwarranted responsibility to care for 
and protect caregivers as well as protect siblings. This self-blame and responsibility 
contributed to an array of negative cognitions and a wide range of complicated emotions, 
and participants discussed the impact of the traumatic events on their systems of 
meaning. In particular, many participants identified that they had difficulty trusting 
others, particularly caregivers and those with whom they had close interpersonal 
relationships. This was expressed by participants despite being able to acknowledge that 
their mistrust resulted from past negative. Evidence of meaning making was also 
apparent in these narratives, and consistent with the meaning making model participants 
appeared to be searching for an understanding of why these events occurred, as well as 
the larger meaning these events had in their lives. Finally, and fortunately, there were 
also indications that participants derived meaning from their traumatic experiences and in 
particular were able to reduce the discrepancies between situational and global meaning. 
Reappraisals were readily apparent in the narratives, and there was evidence that 
participants were able to decrease their cognitive distortions with regard to their view of 
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the world, self and others. Importantly, participants also discussed their restored sense of 
safety and were able to identify perceptions of growth.  
 There were also nuanced differences in the narratives of males and females that 
can further inform the quantitative results of this study. Although both males and females 
discussed the negative impact of their traumatic events on their sense of self, females 
seemed to deduce from their traumatic experiences that they were worthless and/or 
unlovable to a greater extent than males verbalized. Importantly, while male participants 
often expressed some level of self-blame and feelings of not being cared for, the 
narratives of females also included statements that suggested a higher level of 
personalization (e.g. something is wrong with me) as well as a higher level of 
accommodation (e.g. changing global meaning to be consistent with situational meaning) 
and generalization to their entire sense of self (e.g. I am not lovable, I am not good 
enough). Females also verbalized a need to care for younger siblings and more frequently 
adopted a caregiving role in the absence of an appropriate parent. Further, and perhaps 
relatedly, females communicated higher levels of anger towards their offending 
caregivers and particularly their biological mothers. When compared to male narratives, 
the anger expressed by females seemed to be more intense, was conveyed in their 
narratives more frequently, and seemed to persist to a greater degree. Finally, there was 
also evidence of higher levels of intrusive and avoidance symptoms in the narratives of 
females insomuch that they acknowledged the persistence of these symptoms to a greater 
degree than males.               
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Summary of Results and Integration of Findings  
 Taken in tandem, the qualitative and quantitative findings suggest important 
implications with regard to the theoretical assumptions underlying TF-CBT, the 
progression of symptoms during TF-CBT, as well as the impact of gender on symptom 
progression and its relationship with sexual violence and age. Although further discussion 
regarding how the qualitative findings inform the quantitative findings will occur in the 
next chapter, an integration of the findings along with a summary of results is presented 
here.  
 Quantitative findings suggest that both females and males demonstrated 
statistically significant reductions in overall PTSD symptoms, intrusive symptoms, 
avoidance symptoms and arousal symptoms from baseline to termination of TF-CBT. 
Furthermore, results of symptom mapping procedures revealed a somewhat similar 
progression of symptoms for males and females during components of TF-CBT for all 
four of the dependent measures. Specifically, for both males and females baseline 
symptoms tended to decrease during the relaxation component before increasing 
gradually during the affect expression and modulation and cognitive coping and 
processing I components of treatment. Beginning with the trauma narrative component 
however, a gradual decline in symptoms was reported that persisted until the conjoint 
component of TF-CBT. Participants reported a slight rise in symptoms at termination. 
Despite the similar symptom trajectories of males and females, visual inspection of the 
line graphs illustrates that females reported higher levels of overall PTSD, intrusive, 
avoidance and arousal symptoms at each component of TF-CBT when compared to 
males. Additionally, this trend appeared most noticeable with regard to intrusive 
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symptoms where the discrepancy between the scores of males and females appeared 
largest, and this finding was supported by subsequent factorial analysis of variance 
procedures.  
 Specifically, the addition of the factorial ANOVAs demonstrated statistically 
significant differences in the PTSD symptoms of males and females was revealed on all 
four outcome measures at baseline and during the PRAC skills component of TF-CBT, 
and this was not moderated by age or sexual violence. These statistically significant 
differences between males and females persisted during the trauma narrative phase of 
treatment for overall PTSD, intrusive and avoidance symptoms, but not arousal 
symptoms. No moderator effects were observed during the trauma narrative phase of 
treatment. Importantly, no gender-related differences were revealed during the processing 
and integration phase of treatment, which is particularly notable given that this phase in 
particular is associated with the mechanisms of action (e.g. emotional processing and 
meaning making) theorized to contribute to substantial symptom reduction. However, 
during the processing and integration phase of treatment younger participants endorsed 
statistically significant higher levels of intrusive symptoms compared to older youth, 
although there was also a near statistically significant interaction for age and gender. 
Further, statistically significant gender-based differences re-appeared at termination, with 
females reporting higher levels of overall PTSD, intrusive and arousal symptoms.  
 The qualitative strand of this study enabled a deeper understanding of the trauma 
narrative phase of treatment in particular and helps to further contextualize the 
quantitative findings. Several themes emerged for both males and females, although 
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gender-related differences were also observed. Table 5.99 provides a joint display of the 
findings from both strands with preliminary conclusions.  
 With regard to the overall themes embedded in the narratives of both males and 
females, the qualitative findings provide support for the quantitative findings as well as 
help to illuminate the processing and meaning making that is hypothesized to occur 
during this phase of treatment. Results from the qualitative strand indicate that although 
females within this sample endorsed a higher level of symptoms, the meaning making 
process of males and females appears to be similar insomuch that it seems to involve the 
same components. Specifically, both genders expressed a lack of psychological and 
physical safety, as well as cognitive distortions and in particular misattributions of blame 
and responsibility that were all the focus of later processing. There was also evidence that 
suggested altered systems of meaning in regards to view of self and others that were 
associated with negative cognitions and emotions. Relatedly, the meaning making 
process for both groups included a search for comprehensibility and significance for both 
males and females. The products of the meaning making process for both males and 
females also involved reappraisals that indicated there were reduced discrepancies in 
global and situational meaning, a restored sense of safety and perceptions of growth.    
 Despite these similarities, there were also some notable differences in the 
narratives of boys and girls, and these variations further inform the quantitative findings. 
First, consistent with the quantitative results, there was evidence of higher levels of 
intrusive and avoidance symptoms in the narratives completed by females within the 
qualitative sample. In particular, girls more frequently expressed distressing recollections, 
nightmares, emotional distress and physical reactivity when discussing their traumatic 
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experiences. Similarly, they also endorsed higher levels of avoidance during the narrative 
process, as evidenced by statements indicating they continued to try to avoid thinking 
about or discussing the past negative experiences.  
 Additionally, although similarities in the overall meaning making process of 
males and females emerged in the trauma narratives, important differences also appeared. 
Most prominently, females appeared to appraise their traumatic events with higher levels 
of personalization, as well as higher levels of accommodation of global meaning 
regarding self. This in turn seemed to generalize to their overall sense of self and 
contribute to negative cognitions that centered on feeling worthless and unlovable. 
Although these skewed perceptions of self are not evidence of intrusive or arousal 
symptoms per se, it is plausible that when the sense of self is altered in this way it can 
become more difficult to resolve discrepancies between global and situational meaning 
and serve to impede the meaning making process. That is, the more entrenched and 
generalized negative beliefs about oneself become, the more difficult they can be to 
resolve. Females also appear to have adopted a caregiving role with regard to younger 
siblings more frequently than males, and this may in part help to explain the higher levels 
of anger they expressed towards biological mothers. Furthermore, this higher level of 
emotional activation may also be contributing to their more persistent avoidance as well 
as their higher levels of intrusive symptoms.    
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Table 5.01 
Descriptive Statistics of Sample at Baseline (N = 138) 
Variable  % of Total 
Sample 
n 
Ethnicity Latino/Hispanic 5.1 7 
 Not Latino/Hispanic 92.7 127 
Race Caucasian/White 84.4 108 
 African American/Black 28.0 30 
 American Indian/Alaska Native 3.9 4 
 Asian 1.0 1 
 Native Hawaiian/Pacific Islander 1.0 1 
Child Gender Male 42.0 58 
 Female 58.0 80 
Legal Guardian State 52.9 73 
 Biological Parent 29.0 40 
 Other Relative 10.9 15 
 Adoptive Parent 7.2 10 
Age Groups 7-12 years old 64.5 89 
 13-18 years old 35.5 49 
 
Table 5.02 
Types of Trauma Exposure among Sample (N = 138) 
Trauma Type % n Trauma Type %  n 
Impaired Caregiver 71.0 98 School Violence 9.4 13 
Domestic Violence 64.5 89 Serious Injury/Accident 8.7 12 
Neglect  66.7 92 Illness/Medical 8.7 12 
Physical Abuse 55.1 76 Community Violence 2.2 3 
Traumatic Loss 51.4 71 Natural Disaster 2.9 4 
Emotional Abuse 47.8 66 Interpersonal Violence  5.8 8 
Sexual Abuse 39.1 54 Kidnapping 0.7 1 
Sexual Assault 17.4 24 Forced Displacement 3.6 5 
Physical Assault 12.3 17 War/Terrorism  3.6 5 
   Other 3.6 5 
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Table 5.03 
Sexual Violence History of Males and Females 
Type of Sexual Violence % Males (n) % Females (n) % Total 
Sample (n) 
Sexual Abuse  25.9 (15) 48.8 (39) 39.1 (54) 
Sexual Assault 12.1 (7) 21.3 (17) 17.4 (24) 
Sexual Abuse and Assault 3.4 (2) 13.80 (11) 9.4 (13) 
Sexual Violence  34.5 (20) 56.3 (45) 47.01 (65) 
Note. Sexual violence includes participants who experienced sexual abuse and/or sexual assault 
Table 5.04 
Correlations between Baseline and Termination Scores  
Scale  Correlations  p 
UCLA PTSD-RI Overall PTSD Symptoms .392 p < .001 
UCLA PTSD-RI Intrusive Symptoms .414 p < .001 
UCLA PTSD-RI Avoidance Symptoms .183 p < .001 
UCLA PTSD-RI Arousal Symptoms  .374 p < .001 
  
Table 5.05 
Results of Mixed ANOVA for Overall PTSD Scores  
Variable Sum of 
Squares 
Mean 
Square 
df F p Partial 
η2 
Within Subjects       
     Overall PTSD 13346.314 13346.314 1 132.646 < .001 .494 
     Overall PTSD*gender 358.127 358.127 1 3.559 = .061 .026 
     Error (within) 13683.804 100.616 136    
Between Subjects       
     Gender 2019.221 2019.221 1 10.483 = .002 .072 
     Error (between) 26196.718 192.623 136    
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Table 5.06 
Descriptive Statistics of Mixed ANOVA for Overall UCLA PTSD-RI Scores  
Variable Gender  N Mean SD SE Mean 95% CI 
Lower 
Bound 
95% CI 
Upper 
Bound  
Baseline Overall  Male  58 21.75 13.469 1.951 17.888 25.604 
 Female  80 29.53 15.784 1.661 26.248 32.818 
 Total 138 26.26 15.298 1.281 23.106 28.173 
Term Overall Male 58 9.97 7.932 1.118 7.755 12.176 
 Female 80 13.14 8.910 0.952 11.255 15.020 
 Total  138 11.80 8.627 0.734 10.100 13.003 
 
Table 5.07 
Results of Mixed ANOVA for Intrusive Scores  
Variable Sum of 
Squares 
Mean 
Square 
df F p partial 
η2 
Within Subjects       
     Intrusive Scores 1600.356 1600.356 1 142.365 < .001 .519 
     Intrusive Scores*gender 32.362 32.362 1 2.879 = .092 .021 
     Error (within) 1483.842 11.241 132    
Between Subjects        
     Gender 182.165 182.165 1 9.551 = .002 .067 
     Error (between) 2517.595 19.073 132    
 
Table 5.08 
Descriptive Statistics of Mixed ANOVA for Intrusive Scores  
Variable  Gender  N Mean SD SE Mean 95% CI 
Lower 
Bound 
95% CI 
Upper 
Bound  
Baseline Intrusive  Male  56 5.82 4.722 0.681 4.474 7.169 
 Female  78 8.20 5.353 0.577 7.055 9.340 
 Total   134 7.20 5.214 0.447 6.126 7.893 
Term Intrusive  Male  56 1.57 1.943 0.277 1.023 2.120 
 Female  78 2.54 2.166 0.235 2.073 3.004 
 Total  134 2.13 2.123 0.182 1.695 2.415 
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Table 5.09 
Results of Mixed ANOVA for Avoidance Scores  
Variable  Sum of 
Squares 
Mean 
Square 
df F p partial 
η2 
Within Subjects       
     Avoidance Scores 1879.767 1879.767 1 81.450 < .001 .378 
     Avoidance Scores*gender 46.355 46.355 1 2.009 = .159 .015 
     Error (within) 3092.553 23.079 134    
Between Subjects        
     Gender 212.395 212.395 1 7.633 = .007 .054 
     Error (between) 3728.513 27.825 134    
 
Table 5.10 
Descriptive Statistics of Mixed ANOVA for Avoidance Scores  
Variable  Gender  N Mean SD SE 
Mean 
95% CI 
Lower 
Bound 
95% CI 
Upper 
Bound  
Baseline Avoidance  Male  57 7.47 5.859 0.839 5.814 9.134 
 Female  79 10.10 6.658 0.713 8.691 11.511 
 Total  136 9.00 6.445 0.551 7.699 9.876 
Term Avoidance  Male  57 2.98 3.199 0.434 2.123 3.842 
 Female  79 3.94 3.337 0.369 3.207 4.667 
 Total  136 3.54 3.302 0.285 2.896 4.023 
  
Table 5.11 
Results of Mixed ANOVA for Arousal Scores  
Variable  Sum of 
Squares 
Mean 
Square 
df F p partial 
η2 
Within Subjects       
     Arousal Scores 851.010 851.010 1 73.910 < .001 .357 
     Arousal Scores*gender 3.366 3.366 1 0.292 = .590 .002 
     Error (within) 1531.375 11.514 133    
Between Subjects        
     Gender 134.277 134.277 1 5.694 = .018 .041 
     Error (between) 3136.375 23.582 133    
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Table 5.12 
Descriptive Statistics of Mixed ANOVA for Arousal Scores  
Variable Gender N Mean SD SE 
Mean 
95% CI 
Lower 
Bound 
95% CI 
Upper 
Bound  
Baseline Arousal   Male  57 8.00 4.412 0.641 6.731 9.269 
 Female  78 9.65 5.134 0.548 8.569 10.739 
 All  135 8.96 4.894 0.422 7.992 9.662 
Term Arousal  Male  57 4.63 3.211 0.452 3.738 5.525 
 Female  78 5.83 3.551 0.386 5.069 6.597 
 All  135 5.33 3.451 0.297 4.645 5.820 
 
Table 5.13  
Progression of Symptoms during Components of TF-CBT 
Scale Gender Baseline 
M(SD) 
n = 138 
M = 58 
F = 80 
Relaxation 
M(SD) 
n = 15 
M = 9 
F = 6 
Affect 
Expression 
M(SD) 
n = 21 
M = 13 
F = 8 
Cognitive 
Coping 
M(SD) 
n = 68 
M = 25 
F = 43 
Trauma 
Narrative 
M(SD) 
n = 101 
M = 44 
F = 57 
Cognitive 
Processing 
M(SD) 
n = 74 
M = 34 
F = 40 
Conjoint 
M(SD) 
n = 7 
M = 4 
F = 3 
Termination 
M(SD) 
n = 138 
M = 58 
F = 80 
Overall 
PTSD  
Total  26.26 
(15.30) 
11.87 
(5.72) 
20.14 
(14.30) 
24.34 
(14.74) 
20.82 
(14.55) 
16.00 
(12.71) 
9.14 
(10.88) 
11.80 
(8.627) 
 Male 
 
21.75 
(13.47) 
10.33 
(5.48) 
17.15 
(13.95) 
20.44 
(14.76) 
17.09 
(14.58) 
14.94 
(12.16) 
4.50 
(3.70) 
9.97 
(7.93) 
 Female  29.53 
(15.78) 
14.17 
(5.74) 
25.00 
(14.40) 
26.60 
(14.41) 
23.70 
(13.98) 
16.90 
(13.25) 
15.33 
(15.31) 
13.14 
(8.91) 
Intrusive Total  7.39 
(5.31) 
3.27 
(2.40) 
5.67 
(5.26) 
6.35 
(5.45) 
5.54 
(5.20) 
3.54 
(4.32) 
1.71 
(3.30) 
2.49 
(2.96) 
 Male 
 
6.02 
(4.86) 
2.67 
(2.24) 
4.00 
(3.74) 
4.36 
(4.74) 
4.14 
(5.48) 
3.18 
(4.25) 
0.25 
(0.50) 
1.94 
(2.81) 
 Female  8.39 
(5.43) 
4.17 
(2.56) 
8.38 
(6.44) 
7.51 
(5.55) 
6.63 
(4.73) 
3.85 
(4.41) 
3.67 
(4.73) 
2.88 
(3.01) 
Avoidance  
 
Total  9.10 
(6.45) 
3.33 
(2.74) 
7.10 
(5.71) 
8.24 
(6.03) 
7.19 
(6.41) 
5.46 
(5.32) 
3.00 
(3.83) 
3.75 
(3.75) 
 Male 
 
7.62 
(5.91) 
3.00 
(3.35) 
6.69 
(6.47) 
6.92 
(6.36) 
5.61 
(6.32) 
5.29 
(4.91) 
1.5 
(1.91) 
3.21 
(3.60) 
 Female  10.18 
(6.65) 
3.83 
(1.60) 
7.75 
(4.53) 
9.00 
(5.77) 
8.40 
(6.26) 
5.60 
(5.71) 
5.00 
(5.29) 
4.15 
(3.83) 
Arousal  Total  9.16 
(5.13) 
5.27 
(3.81) 
7.38 
(4.62) 
9.00 
(4.78) 
8.20 
(4.67) 
7.22 
(4.32) 
4.43 
(4.31) 
5.52 
(3.77) 
 Male 
 
8.10 
(4.44) 
4.67 
(3.16) 
6.46 
(4.39) 
8.28 
(5.01) 
7.59 
(4.59) 
6.94 
(4.11) 
2.75 
(2.63) 
4.83 
(3.52) 
 Female  9.93 
(5.48) 
6.17 
(4.79) 
8.88 
(4.88) 
9.42 
(4.64) 
8.67 
(4.71) 
7.45 
(4.53) 
6.67 
(5.69) 
6.03 
(3.89) 
Note. M = Males, F = Females. 
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Table 5.14 
ANOVA for Gender and Sexual Violence on PTSD Symptoms at Baseline  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 2075.756* 3 691.915 3.092 = .029 .065 
Gender 1796.295 1 1796.295 8.027 = .005 .057 
Sexual Violence 35.402 1 35.402 0.158 = .691 .001 
Gender*Sexual Violence 0.006 1 0.006 0.000 = .996 .000 
Within Groups 29986.407 134 223.779    
Total  127226.292 138     
*Adjusted R2 = .044 
Table 5.15 
PTSD Symptom Descriptive Statistics for Gender and Sexual Violence at Baseline  
Gender Sexual Violence Mean SD N 
Male No 21.38 13.024 38 
 Yes 22.45 14.598 20 
 Total 21.75 13.469 58 
Female No 28.94 16.038 35 
 Yes 29.99 15.751 45 
 Total  29.53 15.784 80 
Total  No 25.00 14.938 73 
 Yes 27.67 15.688 65 
 Total  26.26 15.298 138 
 
Table 5.16 
ANOVA for Gender and Age on PTSD Symptoms at Baseline  
Variable Sum of 
Squares 
df Mean Square F p partial η2 
Between Groups 2183.860* 3 727.953 3.265 = .023 .068 
Gender 1948.297 1 1948.297 8.738 = .004 .061 
Age 109.385 1 109.385 0.491 = .485 .004 
Gender*Age 16.666 1 16.666 0.075 = .785 .001 
Within Groups 29878.293 134 222.972    
Total  127226.292 138     
*Adjusted R2 = .047 
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Table 5.17 
PTSD Symptom Descriptive Statistics for Gender and Age at Baseline  
Gender Age  Mean SD N 
Male 7-12 21.35 12.953 38 
 13-18 22.50 14.717 20 
 Total 21.75 13.469 58 
Female 7-12 28.58 16.164 51 
 13-18 31.21 15.225 29 
 Total  29.53 15.784 80 
Total  7-12 25.49 15.230 89 
 13-18 27.65 15.481 49 
 Total  26.26 15.298 138 
 
Table 5.18 
ANOVA for Gender and Sexual Violence on Intrusive Symptoms at Baseline  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 211.269* 3 70.423 2.582 = .056 .055 
Gender 148.109 1 148.109 5.431 = .021 .039 
Sexual Violence 15.648 1 15.648 0.574 = .450 .004 
Gender*Sexual Violence 10.077 1 10.077 0.370 = .544 .003 
Within Groups 3654.267 134 27.271    
Total  11410.728 138     
*Adjusted R2 = .033 
Table 5.19 
Intrusive Symptom Descriptive Statistics for Gender and Sexual Violence at Baseline  
Gender Sexual Violence Mean SD N 
Male No 5.5 4.476 38 
 Yes 6.85 5.556 20 
 Total 6.02 4.865 58 
Female No 8.31 6.091 35 
 Yes 8.45 4.920 45 
 Total  8.39 5.427 80 
Total  No 6.89 5.451 73 
 Yes 7.96 5.134 65 
 Total  7.39 5.312 138 
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Table 5.20 
ANOVA for Gender and Age on Intrusive Symptoms at Baseline  
Variable Sum of Squares df Mean Square F p partial η2 
Between Groups 241.261* 3 80.420 32.973 = .034 .062 
Gender 233.282 1 233.282 8.625 = .004 .060 
Age 1.001 1 1.001 0.037 = .848 .000 
Gender*Age 51.493 1 51.493 1.904 = .170 .014 
Within Groups 3624.275 134 1.904    
Total  11410.728 138     
* Adjusted R2 = .041 
Table 5.21 
Intrusive Symptom Descriptive Statistics for Gender and Age at Baseline  
Gender Age Mean SD N 
Male 7-12 6.53 4.842 38 
 13-18 5.05 4.883 20 
 Total 6.02 4.865 58 
Female 7-12 7.99 5.750 51 
 13-18 9.10 4.821 29 
 Total  8.39 5.427 80 
Total  7-12 7.36 5.401 89 
 13-18 7.45 5.200 49 
 Total  7.39 5.312 138 
 
Table 5.22 
ANOVA for Gender and Sexual Violence on Avoidance Symptoms at Baseline  
Variable Sum of Squares df Mean 
Square 
F p partial η2 
Between Groups 224.267* 3 74.756 1.828 = .145 .039 
Gender 220.810 1 220.810 5.399 = .022 .039 
Sexual Violence 4.884 1 4.884 0.119 = .730 .001 
Gender*Sexual Violence 0.287 1 0.287 0.007 = .933 .000 
Within Groups 5480.313 134 40.898    
Total  17136.000 138     
*Adjusted R2 = .018 
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Table 5.23 
Avoidance Symptom Descriptive Statistics for Gender and Sexual Violence at Baseline  
Gender Sexual Violence Mean SD N 
Male No 7.79 5.910 38 
 Yes 7.30 6.062 20 
 Total 7.62 5.914 58 
Female No 10.34 6.254 35 
 Yes 10.04 7.006 45 
 Total  10.18 6.648 80 
Total  No 9.01 6.170 73 
 Yes 9.20 6.803 65 
 Total  9.10 6.453 138 
 
Table 5.24 
ANOVA for Gender and Age on Avoidance Symptoms at Baseline  
Variable Sum of 
Squares 
df Mean Square F p partial 
η2 
Between Groups 252.991* 3 84.330 2.073 = .107 .044 
Gender 194.000 1 194.000 4.769 = .031 .034 
Age 33.263 1 33.263 0.818 = .368 .006 
Gender*Age 0.158 1 0.158 0.004 = .950 .000 
Within Groups 5451.589 134 40.683    
Total  17136.000 138     
*Adjusted R2 = .023 
Table 5.25 
Avoidance Symptom Descriptive Statistics for Gender and Age at Baseline  
Gender Age Mean SD N 
Male 7-12 7.24 5.621 38 
 13-18 8.35 6.523 20 
 Total 7.62 5.914 58 
Female 7-12 9.82 6.508 51 
 13-18 10.79 6.961 29 
 Total  10.18 6.648 80 
Total  7-12 8.72 6.245 89 
 13-18 9.80 6.825 49 
 Total  9.10 6.453 138 
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Table 5.26 
ANOVA for Gender and Sexual Violence on Arousal Symptoms at Baseline  
Variable Sum of Squares df Mean 
Square 
F p partial 
η2 
Between Groups 120.083* 3 40.028 1.538 = .208 .033 
Gender 117.927 1 117.927 4.530 = .035 .033 
Sexual Violence 8.320 1 8.320 0.320 = .573 .002 
Gender*Sexual Violence 0.020 1 0.020 0.001 = .978 .000 
Within Groups 3488.410 134 26.033    
Total  15186.000 138     
*Adjusted R2 = .012 
Table 5.27 
Arousal Symptom Descriptive Statistics for Gender and Sexual Violence at Baseline  
Gender Sexual Violence Mean SD N 
Male No 8.29 4.502 38 
 Yes 7.75 4.423 20 
 Total 8.10 4.443 58 
Female No 10.20 4.940 35 
 Yes 9.71 5.911 45 
 Total  9.92 5.479 80 
Total  No 9.21 4.781 73 
 Yes 9.11 5.537 65 
 Total  9.16 5.132 138 
 
Table 5.28 
ANOVA for Gender and Age on Arousal Symptoms at Baseline  
Variable Sum of Squares df Mean Square F p partial η2 
Between Groups 143.328* 3 47.776 1.848 = .142 .040 
Gender 80.899 1 80.899 3.128 = .079 .023 
Age 24.872 1 24.872 0.962 = .328 .007 
Gender*Age 11.812 1 11.812 0.457 = .500 .003 
Within Groups 3465.165 134 25.859    
Total  15186.000 138     
*Adjusted R2 = .018 
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Table 5.29 
Arousal Symptom Descriptive Statistics for Gender and Age at Baseline  
Gender Age Mean SD N 
Male 7-12 7.58 4.058 38 
 13-18 9.10 5.057 20 
 Total 8.10 4.443 58 
Female 7-12 9.82 5.740 51 
 13-18 10.10 5.080 29 
 Total  9.92 5.479 80 
Total  7-12 887 5.186 89 
 13-18 9.69 5.042 49 
 Total  9.16 5.132 138 
 
Table 5.30 
ANOVA for Gender and Sexual Violence on PTSD Symptoms during PRAC Skills  
Variable Sum of Squares df Mean Square F p partial 
η2 
Between Groups 1605.918* 3 535.306 3.755 = .014 .166 
Gender 1418.621 1 1418.621 9.951 < .01 .104 
Sexual Violence 9.380 1 9.380 0.066 = .798 .001 
Gender*Sexual Violence 31.935 1 31.935 0.224 = .637 .003 
Within Groups 12260.182 86 142.560    
Total  50227.00 90     
*Adjusted R2 = .085 
Table 5.31 
PTSD Descriptive Statistics for Gender and Sexual Violence during PRAC Skills  
Gender Sexual Violence Mean SD N 
Male No 14.846 10.422 26 
 Yes 16.733 13.085 15 
 Total 15.537 11.343 41 
Female No 24.227 14.299 22 
 Yes 23.667 10.477 27 
 Total  23.918 12.206 49 
Total  No 19.146 13.094 48 
 Yes 21.191 11.806 42 
 Total  20.100 12.482 90 
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Table 5.32 
ANOVA for Gender and Age on PTSD Symptoms during PRAC Skills  
Variable Sum of Squares df Mean Square F p partial η2 
Between Groups 1757.88* 3 585.958 4.162 = .008 .127 
Gender 1557.190 1 1557.190 11.060 = .001 .114 
Age 112.093 1 112.093 0.796 = .375 .009 
Gender*Age 57.352 1 57.352 0.407 = .525 .005 
Within Groups 12108.225 86 140.793    
Total  50227.00 90     
*Adjusted R2 = .096 
Table 5.33 
PTSD Symptom Descriptive Statistics for Gender and Age during PRAC Skills  
Gender Age Mean SD N 
Male 7-12 15.321 9.599 28 
 13-18 16.00 14.872 13 
 Total 15.537 11.343 41 
Female 7-12 22.50 12.090 32 
 13-18 23.918 12.354 17 
 Total  23.918 12.206 49 
Total  7-12 19.15 11.484 60 
 13-18 22.000 14.290 30 
 Total  20.100 12.482 90 
 
Table 5.34 
ANOVA for Gender and Sexual Violence on Intrusive Symptoms during PRAC Skills  
Variable Sum of Squares df Mean 
Square 
F p partial η2 
Between Groups 18.047* 3 6.016 4.978 = .003 .148 
Gender 17.234 1 17.234 14.262 < .001 .142 
Sexual Violence 0.003 1 0.003 0.002 = .962 .000 
Gender*Sexual Violence 0.022 1 0.022 0.018 = .892 .000 
Within Groups 103.919 86 1.208    
Total  481.00 90     
*Adjusted R2 = .118 
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Table 5.35 
Intrusive Symptom Statistics for Gender and Sexual Violence during PRAC Skills  
Gender Sexual 
Violence 
Mean SD Mean 
Transformed  
SD 
Transformed 
N 
Male No 3.3462 3.47497 1.5158 1.04417 26 
 Yes 3.3333 3.55903 1.4948 1.08510 15 
 Total 3.3415 3.46128 1.5081 1.04577 41 
Female No 7.2727 5.92157 2.3826 1.29305 22 
 Yes 6.8148 4.27008 2.4262 0.98188 27 
 Total  7.0204 5.02697 2.4066 1.11990 49 
Total  No 5.1458 5.09898 1.9131 1.23186 48 
 Yes 5.5714 4.32882 2.0936 1.10339 42 
 Total  5.3444 4.73372 1.9973 1.17064 90 
 
Table 5.36 
ANOVA for Gender and Age on Intrusive Symptoms during PRAC Skills  
Variable Sum of Squares df Mean 
Square 
F p partial η2 
Between Groups 306.780* 3 102.260 5.211 = .002 .154 
Gender 288.084 1 288.084 14.68
1 
< .001 .146 
Age 0.520 1 0.520 0.026 = .871 .000 
Gender*Age 3.768 1 3.768 0.192 = .662 .002 
Within Groups 1687.542 86 19.623    
Total  4565.00 90     
*Adjusted R2 = .124 
Table 5.37 
Intrusive Symptom Descriptive Statistics for Gender and Age during PRAC Skills 
Gender Age Mean SD N 
Male 7-12 3.429 3.048 28 
 13-18 3.154 4.356 13 
 Total 3.342 3.461 41 
Female 7-12 6.813 5.367 32 
 13-18 7.412 4.459 17 
 Total  7.020 5.027 49 
Total  7-12 5.233 4.717 60 
 13-18 5.567 4.840 30 
 Total  5.344 4.734 90 
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Table 5.38 
ANOVA for Gender and Sexual Violence on Avoidance Symptoms during PRAC Skills  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 200.131* 3 66.710 2.970 = .036 .094 
Gender 152.158 1 152.158 6.775 = .011 .073 
Sexual Violence 7.800 1 7.800 0.347 = .557 .004 
Gender*Sexual Violence 13.307 1 13.307 0.592 = .444 .007 
Within Groups 1931.469 86 22.459    
Total  6052.000 90     
*Adjusted R2 = .062 
Table 5.39 
Avoidance Symptom Statistics for Gender and Sexual Violence during PRAC Skills  
Gender Sexual Violence Mean SD N 
Male No 4.539 4.072 26 
 Yes 5.933 6.375 15 
 Total 5.049 5.005 41 
Female No 8.000 5.033 22 
 Yes 7.815 4.000 27 
 Total  7.898 4.445 49 
Total  No 6.125 4.814 48 
 Yes 7.143 4.986 42 
 Total  6.600 4.893 90 
 
Table 5.40 
ANOVA for Gender and Age and Avoidance Symptoms during PRAC Skills  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial η2 
Between Groups 255.468* 3 85.156 3.903 = .012 .120 
Gender 180.539 1 180.539 8.276 = .005 .088 
Age 59.161 1 59.161 2.712 = .103 .031 
Gender*Age 9.033 1 9.033 0.414 = .522 .005 
Within Groups 1876.132 86 21.815    
Total  6052.000 90     
*Adjusted R2 = .089 
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Table 5.41 
Avoidance Symptom Descriptive Statistics for Gender and Age during PRAC Skills  
Gender Age Mean SD N 
Male 7-12 4.714 4.276 28 
 13-18 5.769 6.444 13 
 Total 5.049 5.005 41 
Female 7-12 7.063 3.902 32 
 13-18 9.471 5.076 17 
 Total  7.898 4.445 49 
Total  7-12 5.967 4.214 60 
 13-18 7.867 5.906 30 
 Total  6.600 4.894 90 
 
Table 5.42 
ANOVA for Gender and Sexual Violence on Arousal Symptoms during PRAC Skills  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial η2 
Between Groups 89.206* 3 29.735 1.590 = .198 .053 
Gender 75.785 1 75.785 4.052 = .047 .045 
Sexual Violence 0.102 1 0.102 0.005 = .941 .000 
Gender*Sexual Violence 16.978 1 16.978 0.908 = .343 .010 
Within Groups 1608.583 86 18.704    
Total  6881.000 90     
*Adjusted R2 = .019 
Table 5.43 
Avoidance Symptom Statistics for Gender and Sexual Violence during PRAC Skills  
Gender Sexual Violence Mean SD N 
Male No 6.962 3.904 26 
 Yes 6.000 4.928 15 
 Total 6.609 4.271 41 
Female No 7.955 4.359 22 
 Yes 8.778 4.335 27 
 Total  8.408 4.320 49 
Total  No 7.417 4.104 48 
 Yes 7.786 4.693 42 
 Total  7.589 4.368 90 
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Table 5.44 
ANOVA for Gender and Age on Arousal Symptoms during PRAC Skills  
Variable Sum of Squares df Mean Square F p partial η2 
Between Groups 120.189* 3 40.063 2.184 = .096 .071 
Gender 77.158 1 77.158 4.206 = .043 .047 
Age 35.199 1 35.199 1.919 = .170 .022 
Gender*Age 8.376 1 8.376 0.457 = .501 .005 
Within Groups 1577.600 86 18.344    
Total  6881.000 90     
*Adjusted R2 = .038 
Table 5.45 
Arousal Symptom Descriptive Statistics for Gender and Age during PRAC Skills  
Gender Age Mean SD N 
Male 7-12 6.393 3.85227 28 
 13-18 7.0769 5.204 13 
 Total 6.6098 4.27129 41 
Female 7-12 7.7187 4.04997 32 
 13-18 9.7059 4.63364 17 
 Total  8.4082 4.32010 49 
Total  7-12 7.100 3.98174 60 
 13-18 8.5667 4.981 30 
 Total  7.5889 4.36764 90 
 
Table 5.46 
ANOVA for Gender and Sexual Violence on PTSD Symptoms during Trauma Narrative  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 21.715* 3 7.238 2.866 = .041 .081 
Gender 13.470 1 13.470 5.332 = .023 .052 
Sexual Violence 4.142 1 4.142 1.640 = .203 .017 
Gender*Sexual Violence 0.516 1 0.516 0.204 = .652 .002 
Within Groups 245.025 97 2.526    
Total  266.740 101     
* Adjusted R2 = .053 
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Table 5.47 
PTSD Symptom Statistics for Gender and Sexual Violence during Trauma Narrative   
Gender Sexual 
Violence 
Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male No 15.3571 13.34781 3.5856 1.61036 28 
 Yes 20.1250 16.52422 4.1509 1.75729 16 
 Total 17.0909 14.57749 3.7912 1.66770 44 
Female No 22.9259 14.29073 4.4865 1.70425 27 
 Yes 24.4000 13.89766 4.7569 1.35405 30 
 Total  23.7018 13.97825 4.6288 1.52201 57 
Total  No 19.0727 14.21248 4.0279 1.70343 55 
 Yes 22.9130 14.82314 4.5461 1.51528 46 
 Total  20.8218 14.54812 4.2639 1.63322 101 
 
Table 5.48 
ANOVA for Gender and Age on PTSD Symptoms during Trauma Narrative   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 20.065* 3 6.688 2.630 = .054 .075 
Gender 18.998 1 18.998 7.471 = .007 .072 
Age 2.132 1 2.132 0.838 = .362 .009 
Gender*Age 0.962 1 0.962 0.378 = .540 .004 
Within Groups 246.676 97 2.543    
Total  2103.000 101     
*Adjusted R2 = .047 
Table 5.49 
PTSD Symptom Descriptive Statistics for Gender and Age during Trauma Narrative   
Gender Age Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male 7-12 18.1935 14.32113 3.9455 1.64746 31 
 13-18 14.4615 15.43057 3.4231 1.72409 13 
 Total 17.0909 14.57749 3.7912 1.66770 44 
Female 7-12 24.6000 15.72596 4.6684 1.69962 35 
 13-18 22.2727 10.82406 4.5659 1.22214 22 
 Total  23.7018 13.97825 4.6288 1.52201 57 
Total  7-12 21.5909 15.31010 4.3288 1.70172 66 
 13-18 19.3714 13.07914 4.1414 1.51178 35 
 Total  20.8218 14.54812 4.2639 1.63322 101 
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Table 5.50 
ANOVA for Gender and Sexual Violence on Intrusive Symptoms during Trauma 
Narrative   
 
Variable Sum of 
Squares 
df Mean 
Square 
F p partial η2 
Between Groups 237.719* 3 79.240 3.120 = .030 .088 
Gender 105.038 1 105.038 4.136 = .045 .041 
Sexual Violence 70.175 1 70.175 2.763 = .100 .028 
Gender*Sexual Violence 24.317 1 24.317 0.958 = .330 .010 
Within Groups 2463.330 97 25.395    
Total  5806.000 101     
*Adjusted R2 = .124 
Table 5.51 
Intrusive Symptom Descriptive Statistics for Gender and Sexual Violence during Trauma 
Narrative   
 
Gender Sexual Violence Mean SD N 
Male No 3.1429 4.52740 28 
 Yes 5.8750 6.65207 16 
 Total 4.1364 5.48398 44 
Female No 6.2593 4.90363 27 
 Yes 6.9667 4.62738 30 
 Total  6.6316 4.73072 57 
Total  No 4.6727 4.92933 55 
 Yes 6.5870 5.36895 46 
 Total  5.5446 5.19716 101 
 
Table 5.52 
ANOVA for Gender and Age on Intrusive Symptoms during Trauma Narrative   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 25.786* 3 8.595 6.291 = .001 .163 
Gender 23.555 1 23.555 17.241 < .001 .151 
Age 4.873 1 4.873 3.567 = .062 .035 
Gender*Age 2.993 1 2.993 2.191 = .142 .022 
Within Groups 132.521 97 1.366    
Total  560.000 101     
*Adjusted R2 = .047 
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Table 5.53 
Intrusive Symptom Descriptive Statistics for Gender and Age during Trauma Narrative   
Gender Age Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male 7-12 4.7419 5.57953 1.7478 1.32042 31 
 13-18 2.6923 5.17018 0.9051 1.42451 13 
 Total 4.1364 5.48398 1.4988 1.39067 44 
Female 7-12 7.1143 5.43286 2.4162 1.14619 35 
 13-18 5.8636 3.29928 2.3140 0.73022 22 
 Total  6.6316 4.73072 2.3768 1.00006 57 
Total  7-12 6.0000 5.58845 2.1022 1.26685 66 
 13-18 4.6857 4.30985 1.7907 1.23395 35 
 Total  5.5446 5.19716 1.9943 1.25820 101 
 
Table 5.54 
ANOVA for Gender and Sexual Violence on Avoidance Symptoms during Trauma 
Narrative    
 
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 17.630* 3 5.877 3.559 = .017 .099 
Gender 8.698 1 8.698 5.267 = .024 .052 
Sexual Violence 3.652 1 3.652 2.211 = .140 .022 
Gender*Sexual Violence 2.491 1 2.491 1.508 = .222 .015 
Within Groups 160.187 97 1.651    
Total  726.000 101     
*Adjusted R2 = .071 
Table 5.55 
Avoidance Symptom Descriptive Statistics for Gender and Sexual Violence during 
Trauma Narrative   
 
Gender Sexual 
Violence 
Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male No 4.5357 5.46695 1.6714 1.34412 28 
 Yes 7.5000 7.40270 2.3877 1.38518 16 
 Total 5.6136 6.32167 1.9310 1.38753 44 
Female No 8.4815 6.13546 2.6009 1.33532 27 
 Yes 8.3333 6.47187 2.6692 1.11828 30 
 Total  8.4035 6.25888 2.6368 1.21518 57 
Total  No 6.4727 6.08536 2.1277 1.40775 55 
 Yes 8.0435 6.73946 2.5713 1.20990 46 
 Total  7.1881 6.40736 2.3297 1.33348 101 
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Table 5.56 
ANOVA for Gender and Age on Avoidance Symptoms during Trauma Narrative   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 13.278* 3 4.426 2.6090 = .056 .075 
Gender 12.063 1 12.063 7.112 = .009 .068 
Age 0/927 1 0/927 0.547 = .461 .006 
Gender*Age 0.084 1 0.084 0.049 = .825 .001 
Within Groups 164.539 97 1.696    
Total  726.000 101     
*Adjusted R2 = .046 
Table 5.57 
Avoidance Symptom Descriptive Statistics for Gender and Age during Trauma Narrative   
Gender Age Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male 7-12 5.8065 6.01343 2.0111 1.34937 31 
 13-18 5.1538 7.24392 1.7431 1.51391 13 
 Total 5.6136 6.32167 1.9319 1.38753 44 
Female 7-12 8.8571 6.55808 2.6924 1.28654 35 
 13-18 7.6818 5.82594 2.5483 1.28654 22 
 Total  8.4035 6.25888 2.6368 1.11559 57 
Total  7-12 7.4242 6.44518 2.3724 1.21518 66 
 13-18 6.7429 6.40470 2.2492 1.35660 35 
 Total  7.1881 6.40736 2.3297 1.33348 101 
 
Table 5.58 
ANOVA for Gender and Sexual Violence on Arousal Symptoms during Trauma Narrative 
Component   
 
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 2.425* 3 0.808 0.890 = .449 .027 
Gender 0.683 1 0.683 0.752 = .388 .008 
Sexual Violence 1.300 1 1.300 1.432 = .234 .015 
Gender*Sexual Violence 0.005 1 0.005 0.006 = .938 .000 
Within Groups 88.058 97 0.908    
Total  828.000 101     
*Adjusted R2 = -.003 
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Table 5.59 
Arousal Symptom Statistics for Gender and Sexual Violence during Trauma Narrative   
Gender Sexual 
Violence 
Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male No 7.2500 4.41064 2.5064 1.00196 28 
 Yes 8.1875 4.98289 2.7252 0.90078 16 
 Total 7.5909 4.59179 2.5860 0.96164 44 
Female No 8.1852 4.78006 2.6608 1.07128 27 
 Yes 9.1000 4.68563 2.9101 0.80820 30 
 Total  8.6667 4.71068 2.7920 0.94173 57 
Total  No 7.7091 4.57721 2.5822 1.02985 55 
 Yes 8.7826 4.75588 2.8458 0.83626 46 
 Total  8.1980 4.66695 2.7022 0.95122 101 
 
Table 5.60 
ANOVA for Gender and Age on Arousal Symptoms during Trauma Narrative   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 1.576* 3 0.525 0.573 = .634 .017 
Gender 1.433 1 1.433 1.563 = .214 .016 
Age 0.004 1 0.004 0.004 = .950 .000 
Gender*Age 0.515 1 0.515 0.5629 = .455 .006 
Within Groups 88.907 97 0.917    
Total  828.000 101     
*Adjusted R2 = -.013 
Table 5.61 
Arousal Symptom Descriptive Statistics for Gender and Age during Trauma Narrative   
Gender Age Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male 7-12 8.0000 4.88535 2.6351 1.04469 31 
 13-18 6.6154 3.79777 2.4687 0.75107 13 
 Total 7.5909 4.59179 2.5860 0.96164 44 
Female 7-12 8.6286 5.26412 2.7377 1.08029 35 
 13-18 8.7273 3.78193 2.8785 0.68025 22 
 Total  8.6667 4.71068 2.7920 0.94173 57 
Total  7-12 8.3333 5.06066 2.6895 1.05680 66 
 13-18 7.9429 3.87255 2.7263 0.72474 35 
 Total  8.1980 4.66695 2.7022 0.95122 101 
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Table 5.62 
ANOVA for Gender and Sexual Violence on PTSD Symptoms during Processing and 
Integration    
 
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 4.277* 3 1.426 0.523 = .668 .022 
Gender 1.995 1 1.995 0.732 = .395 .010 
Sexual Violence 2.762 1 2.762 1.013 = .318 .014 
Gender*Sexual Violence 0.091 1 0.091 0.033 = .856 .000 
Within Groups 193.593 71 2.727    
Total  1149.000 75     
*Adjusted R2 = -.020 
Table 5.63 
PTSD Symptom Descriptive Statistics for Gender and Sexual Violence during Processing 
and Integration   
 
Gender Sexual 
Violence 
Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male No 15.5217 13.82971 3.5285 1.79199 23 
 Yes 12.1818 8.77289 3.1998 1.46209 11 
 Total 14.4412 12.38325 3.4221 1.67719 34 
Female No 17.8333 12.19571 3.9424 1.55732 18 
 Yes 14.6522 12.95660 3.4682 1.65612 23 
 Total  16.0488 12.57369 3.6764 1.61121 41 
Total  No 16.5366 13.02900 3.7102 1.68528 41 
 Yes 13.8529 11.68820 3.3814 1.57877 34 
 Total  15.3200 12.42943 3.5611 1.63521 75 
 
Table 5.64 
ANOVA for Gender and Age on PTSD Symptoms during Processing and Integration   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 12.703* 3 4.234 1.624 = .192 .064 
Gender 3.109 1 3.109 1.192 = .279 .017 
Age 7.239 1 7.239 2.776 = .100 .038 
Gender*Age 5.554 1 5.554 2.130 = .149 .029 
Within Groups 185.167 71 2.608    
Total  1149.000 75     
*Adjusted R2 = .025 
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Table 5.65 
PTSD Symptom Statistics for Gender and Age during Processing and Integration   
 
Gender Age Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male 7-12 17.3636 13.34361 3.8505 1.63040 22 
 13-18   9.0833   8.46875 2.6368 1.52459 12 
 Total 14.4412 12.38325 3.4221 1.67719 34 
Female 7-12 16.5200 14.16898 3.7078 1.69944 25 
 13-18 15.3125   9.97142 3.6275 1.51574 16 
 Total  16.0488 12.57369 3.6764 1.61121 41 
Total  7-12 16.9149 13.64588 3.7746 1.65092 47 
 13-18 12.6429   9.71145 3.2029 1.57245 28 
 Total  15.3200 12.42943 3.5611 1.63521 75 
 
Table 5.66 
ANOVA for Gender and Sexual Violence on Intrusive Symptoms during Processing and 
Integration    
 
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 3.467 3 1.156 0.865 = .463 .035 
Gender 1.472 1 1.472 1.103 = .297 .015 
Sexual Violence 2.326 1 2.326 1.742 = .191 .024 
Gender*Sexual Violence 0.090 1 0.090 0.068 = .796 .001 
Within Groups 94.810 71 1.335    
Total  257.000 75     
*Adjusted R2 = -.005 
Table 5.67 
Intrusive Symptoms Descriptive Statistics for Gender and Sexual Violence during 
Processing and Integration  
 
Gender Sexual 
Violence 
Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male No 3.5652 4.74654 1.4335 1.25661 23 
 Yes 2.3636 3.00908 1.1376 1.08460 11 
 Total 3.1765 4.25313 1.3378 1.19537 34 
Female No 4.3889 4.14642 1.7992 1.10435 18 
 Yes 3.0435 4.03933 1.3582 1.11955 23 
 Total  3.6341 4.09110 1.5518 1.12107 41 
Total  No 3.9268 4.45752 1.5940 1.19188 41 
 Yes 2.8235 3.70479 1.2868 1.09683 34 
 Total  3.4267 4.14329 1.4548 1.15242 75 
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Table 5.68 
ANOVA for Gender and Age on Intrusive Symptoms during Processing and Integration   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 9.957* 3 3.319 2.668 = .054 .101 
Gender 2.385 1 2.385 1.917 = .170 .026 
Age 5.231 1 5.231 4.205 = .044 .056 
Gender*Age 4.909 1 4.909 3.947 = .051 .053 
Within Groups 88.320 71 1.244    
Total  257.000 75     
*Adjusted R2 = .033 
Table 5.69 
Intrusive Symptom Statistics for Gender and Age during Processing and Integration   
Gender Age Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male 7-12 4.3636 4.7619 1.7199 1.21347 22 
 13-18 1.0000 1.95402 0.6371 0.80501 12 
 Total 3.1765 4.25313 1.3378 1.19537 34 
Female 7-12 3.7200 4.31586 1.5585 1.15973 25 
 13-18 3.5000 3.847708 1.5413 1.09513 16 
 Total  3.6341 4.09119 1.5518 1.12107 41 
Total  7-12 4.0213 4.46965 1.6340 1.17498 47 
 13-18 2.4286 3.37121 1.1538 1.06674 28 
 Total  3.4267 4.14329 1.4548 1.15242 75 
 
Table 5.70 
ANOVA for Gender and Sexual Violence on Avoidance Symptoms during Processing and 
Integration  
 
Variable  Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 3.174* 3 1.058 0.625 = .601 .026 
Gender 0.274 1 0.274 0.162 = .689 .002 
Sexual Violence 3.130 1 3.130 1.849 = .178 .025 
Gender*Sexual Violence 0.221 1 0.221 0.131 = .719 .002 
Within Groups 120.162 71 1.692    
Total  388.000 75     
*Adjusted R2 = -.015 
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Table 5.71 
Avoidance Symptom Descriptive Statistics for Gender and Sexual Violence during 
Processing and Integration   
 
Gender Sexual 
Violence 
Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male No 5.7391 5.33613 2.0470 1.27245 23 
 Yes 3.4545 3.95888 1.5061 1.14228 11 
 Total 5.0000 4.99090 1.8720 1.24129 34 
Female No 5.7778 4.89364 2.0599 1.27466 18 
 Yes 4.9565 5.95039 1.7461 1.41216 23 
 Total  5.3171 5.46095 1.8839 1.34617 41 
Total  No 5.7561 5.08321 2.0527 1.25741 41 
 Yes 4.4706 5.37241 1.6685 1.31828 34 
 Total  5.1733 5.22047 1.8785 1.29101 75 
 
Table 5.72 
ANOVA for Gender and Age on Avoidance Symptoms during Processing and Integration   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 1.508* 3 4.234 0.293 = .830 .012 
Gender 0.073 1 3.109 0.043 = .837 .001 
Age 1.160 1 7.239 0.676 = .414 .009 
Gender*Age 0.498 1 5.554 0.290 = .592 .004 
Within Groups 121.829 71 2.608    
Total  388.000 75     
*Adjusted R2 = -.030 
Table 5.73 
Avoidance Symptom Descriptive Statistics for Gender and Age during Processing and 
Integration   
 
Gender Age Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male 7-12 5.5455 5.36059 2.0233 1.23315 22 
 13-18 4.0000 4.26401 1.5946 1.26078 12 
 Total 5.0000 4.99090 1.8720 1.24129 34 
Female 7-12 5.5600 6.00750 1.9188 1.39877 25 
 13-18 4.9375 4.63995 1.8294 1.30261 16 
 Total  5.3171 5.46095 1.8839 1.34627 41 
Total  7-12 5.5531 5.65227 1.9677 1.31065 47 
 13-18 4.5357 4.42620 1.7288 1.26659 28 
 Total  5.1733 5.22047 1.8785 1.29101 75 
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Table 5.74 
ANOVA for Gender and Sexual Violence on Arousal Symptoms during Processing and 
Integration  
   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 0.519 3 0.173 0.177 = .912 .007 
Gender 0.235 1 0.235 0.240 = .626 .003 
Sexual Violence 0.196 1 0.196 0.200 = .656 .003 
Gender*Sexual Violence 0.090 1 0.090 0.092 = .763 .001 
Within Groups 69.457 71 0.978    
Total  519.000 75     
*Adjusted R2 = -.035 
Table 5.75 
Arousal Symptom Descriptive Statistics for Gender and Sexual Violence during 
Processing and Integration Phase 
   
Gender Sexual 
Violence 
Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male No 6.9130 4.67015 2.4033 1.09037 23 
 Yes 6.3636 3.29462 2.3688 0.90976 11 
 Total 6.7353 4.23054 2.3921 1.02161 34 
Female No 7.6667 4.75271 2.5927 1.00006 18 
 Yes 6.6087 4.12023 2.4135 0.9059 23 
 Total  7.0732 4.38401 2.4922 0.94006 41 
Total  No 7.2439 4.66251 2.4864 1.04308 41 
 Yes 6.5294 3.82365 2.3991 0.89296 34 
 Total  6.9200 4.28940 2.4468 0.97243 75 
 
Table 5.76 
ANOVA for Gender and Age on Arousal Symptoms during Processing and Integration   
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 1.025* 3 0.342 0.352 = .788 .015 
Gender 0.357 1 0.357 0.367 = .546 .005 
Age 0.577 1 0.577 0.595 = .443 .008 
Gender*Age 0.354 1 0.354 0.364 = .548 .005 
Within Groups 68.951 71 0.971    
Total  519.000 75     
*Adjusted R2 = -.027 
 
256 
 
Table 5.77 
Arousal Symptom Descriptive Statistics for Gender and Age during Processing and 
Integration   
 
Gender Age Mean SD Mean 
Transformed 
SD 
Transformed 
N 
Male 7-12 7.2727 4.39894 2.5071 1.01697 22 
 13-18 5.7500 3.88763 2.1814 1.04007 12 
 Total 6.7353 4.23054 2.3921 1.02161 34 
Female 7-12 7.2000 4.79583 2.5077 0.97440 25 
 13-18 6.8750 3.79253 2.4680 0.91455 16 
 Total  7.0732 4.38401 2.4922 0.94006 41 
Total  7-12 7.2340 4.56457 2.5074 0.98362 47 
 13-18 6.3929 3.80389 2.3451 0.96241 28 
 Total  6.9200 4.28940 2.4468 0.97243 75 
 
Table 5.78 
ANOVA for Gender and Sexual Violence on PTSD Symptoms at Termination  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 359.937* 3 119.979 1.992 = .118 .044 
Gender 295.739 1 295.739 4.910 = .028 .036 
Sexual Violence 7.072 1 7.072 0.117 = .732 .001 
Gender*Sexual Violence 5.155 1 5.155 0.086 = .770 .001 
Within Groups 7829.772 130 60.229    
Total  24869.000 134     
*Adjusted R2 = .022 
Table 5.79 
PTSD Symptom Descriptive Statistics for Gender and Sexual Violence at Termination  
Gender Sexual Violence Mean SD N 
Male No 8.95 6.968 37 
 Yes 9.84 7.373 19 
 Total 9.25 7.054 56 
Female No 12.48 8.885 33 
 Yes 12.56 7.653 45 
 Total  12.53 8.141 78 
Total  No 10.61 8.069 70 
 Yes 11.75 7.616 64 
 Total  11.16 7.847 134 
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Table 5.80 
ANOVA for Gender and Age and PTSD Symptoms at Termination  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 357.499 3 119.166 1.978 = .120 .044 
Gender 348.050 1 348.050 5.777 = .018 .043 
Age 0.331 1 0.331 0.005 = .941 .000 
Gender*Age 7.732 1 7.732 0.128 = .721 .001 
Within Groups 7832.210 130 60.248    
Total  24869.000 134     
*Adjusted R2 = .022 
Table 5.81 
PTSD Symptom Descriptive Statistics for Gender and Age at Termination  
Gender Age Mean SD N 
Male 7-12 9.46 6.862 37 
 13-18 8.84 7.588 19 
 Total 9.25 7.054 56 
Female 7-12 12.38 8.535 50 
 13-18 12.79 7.529 28 
 Total  12.53 8.141 78 
Total  7-12 11.14 7.958 87 
 13-18 11.19 7.722 47 
 Total  11.16 7.847 134 
 
Table 5.82 
ANOVA for Gender and Sexual Violence on Intrusive Symptoms at Termination  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 30.789* 3 10.263 2.346 = .076 .051 
Gender 29.521 1 29.521 6.747 = .010 .049 
Sexual Violence 0.087 1 0.087 0.020 = .888 .000 
Gender*Sexual Violence 0.268 1 0.268 0.061 = .805 .000 
Within Groups 568.793 130 4.375    
Total  1210.000 134     
*Adjusted R2 = .029 
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Table 5.83 
Intrusive Symptom Descriptive Statistics for Gender and Sexual Violence at Termination  
Gender Sexual Violence Mean SD N 
Male No 1.62 2.032 37 
 Yes 1.47 1.806 19 
 Total 1.57 1.943 56 
Female No 2.52 2.476 33 
 Yes 2.56 1.937 45 
 Total  2.54 2.166 78 
Total  No 2.04 2.281 70 
 Yes 2.23 1.950 64 
 Total  2.13 2.123 134 
 
Table 5.84 
ANOVA for Gender and Age on Intrusive PTSD Symptoms at Termination  
Variable  Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 31.234* 3 10.411 2.381 = .072 .052 
Gender 30.905 1 30.905 6.946 = .009 .051 
Age 0.002 1 0.002 0.000 = .985 .000 
Gender*Age 0.714 1 0.714 0.163 = .687 .001 
Within Groups 568.348 130 4.372    
Total  1210.000 134     
*Adjusted R2 = .030 
Table 5.85 
Intrusive Symptom Descriptive Statistics for Gender and Age at Termination  
Gender Age Mean SD N 
Male 7-12 1.62 1.800 37 
 13-18 1.47 2.245 19 
 Total 1.57 1.943 56 
Female 7-12 2.48 2.435 50 
 13-18 2.64 1.615 28 
 Total  2.54 2.166 78 
Total  7-12 2.11 2.217 87 
 13-18 2.17 1.960 47 
 Total  2.13 2.123 134 
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Table 5.86 
ANOVA for Gender and Sexual Violence on Avoidance Symptoms at Termination  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 31.155* 3 10.385 1.002 = .394 .023 
Gender 25.827 1 25.827 2.491 = .117 .019 
Sexual Violence 0.017 1 0.017 0.002 = .968 .000 
Gender*Sexual Violence 2.131 1 2.131 0.206 = .651 .002 
Within Groups 1347.867 130 10.368    
Total  2965.000 134     
*Adjusted R2 = .000 
Table 5.87 
Avoidance Symptom Descriptive Statistics for Gender and Sexual Violence at 
Termination  
 
Gender Sexual Violence Mean SD N 
Male No 2.81 3.108 37 
 Yes 3.05 3.325 19 
 Total 2.89 3.155 56 
Female No 4.00 3.473 33 
 Yes 3.71 3.072 45 
 Total  3.83 3.229 78 
Total  No 3.37 3.315 70 
 Yes 3.52 3.137 64 
 Total  3.44 3.220 134 
 
Table 5.88 
ANOVA for Gender and Age on Avoidance Symptoms at Termination  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 29.581 3 9.860 0.950 = .419 .021 
Gender 27.735 1 27.735 2.672 = .105 .020 
Age 0.317 1 0.317 0.031 = .862 .000 
Gender*Age 0.300 1 0.300 0.029 = .865 .000 
Within Groups 1349.441 130 10.380    
Total  2965.000 134     
*Adjusted R2 = -.001 
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Table 5.89 
Avoidance Symptom Descriptive Statistics for Gender and Age at Termination  
Gender Age Mean SD N 
Male 7-12 2.89 2.979 37 
 13-18 2.89 3.557 19 
 Total 2.89 3.155 56 
Female 7-12 3.76 3.236 50 
 13-18 3.96 3.271 28 
 Total  3.83 3.229 78 
Total  7-12 3.39 3.141 87 
 13-18 3.53 3.393 47 
 Total  3.44 3.220 134 
 
Table 5.90 
ANOVA for Gender and Sexual Violence on Arousal Symptoms at Termination  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 71.352* 3 23.784 1.935 = .127 .043 
Gender 36.534 1 36.534 2.972 = .087 .022 
Sexual Violence 9.697 1 9.697 0.789 = .376 .006 
Gender*Sexual Violence 11.429 1 11.429 0.930 = .337 .007 
Within Groups 1597.872 130 12.291    
Total  5410.000 134     
*Adjusted R2 = .021 
Table 5.91 
Arousal Symptoms Descriptive Statistics for Gender and Sexual Violence at Termination  
Gender Sexual Violence Mean SD N 
Male No 4.14 2.945 37 
 Yes 5.32 3.481 19 
 Total 4.54 3.156 56 
Female No 5.85 4.459 33 
 Yes 5.80 3.130 45 
 Total  5.82 3.723 78 
Total  No 4.94 3.806 70 
 Yes 5.66 3.218 64 
 Total  5.28 3.543 134 
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Table 5.92 
ANOVA for Gender and Age on Arousal Symptoms at Termination  
Variable Sum of 
Squares 
df Mean 
Square 
F p partial 
η2 
Between Groups 54.136 3 18.045 1.452 = .231 .032 
Gender 48.743 1 48.743 3.923 = .050 .029 
Age 0.307 1 0.307 0.025 = .875 .000 
Gender*Age 0.002 1 0.002 0.000 = .990 .000 
Within Groups 1615.088 130 12.424    
Total  5410.000 134     
*Adjusted R2 = .010 
Table 5.93 
Arousal Symptom Descriptive Statistics for Gender and Age at Termination  
Gender Age Mean SD N 
Male 7-12 4.57 3.185 37 
 13-18 4.47 3.186 19 
 Total 4.54 3.156 56 
Female 7-12 5.86 4.238 50 
 13-18 5.75 2.633 28 
 Total  5.82 3.723 78 
Total  7-12 5.31 3.859 87 
 13-18 5.23 2.906 47 
 Total  5.28 3.543 134 
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Table 5.94 
Summary of Gender and Sexual Violence Moderator Analyses 
Measure  Type of 
Effect 
Baseline PRAC 
Skills 
Trauma 
Narrative 
Processing 
and 
Integration 
Term 
Overall PTSD Model p = .029 p = .014 p = .041 NS NS 
 Gender p = .005 p < .001 p = .023 NS p = .028 
 SV NS NS NS NS NS 
 Gender*SV NS NS NS NS NS 
Intrusive Model NS (p = .056) p = .003 p = .030 NS NS 
 Gender p = .021 p < .001 p = .045 NS p = .010 
 SV NS NS NS NS NS 
 Gender*SV NS NS NS NS NS 
Avoidance Model NS p = .036 p = .017 NS NS 
 Gender p = .022 p = .011 p = .024 NS NS 
 SV NS NS NS NS NS 
 Gender*SV NS NS NS NS NS 
Arousal Model NS NS NS NS NS 
 Gender p = .035 p = .047 NS NS NS* 
 SV NS NS NS NS NS 
 Gender*SV NS NS NS NS NS 
Note. SV = Sexual Violence. NS = Not significant. *Results of independent t test (t (132) = -2.097, p = .038) 
 
Table 5.95 
Summary of Gender and Age Moderator Analyses 
Measure Type of 
Effect 
Baseline PRAC 
Skills 
Trauma 
Narrative 
Processing and 
Integration 
Term 
PTSD Model p = .023 p = .008 NS (p = .054) NS NS 
 Gender p = .004 p = .001 p = .007 NS p = .018 
 Age NS NS NS NS NS 
 Gender*Age NS NS NS NS NS 
Intrusive Model p = .034 p = .002 p = .001 NS (p = .054) NS 
 Gender p = .004 p < .001 p < .001 NS p = .009 
 Age NS NS NS p = .044 NS 
 Gender*Age NS NS NS NS (p = .051) NS 
Avoidance Model NS p = .012 NS (p = .056) NS NS 
 Gender p = .031 p = .005 p = .009 NS NS 
 Age NS NS NS NS NS 
 Gender*Age NS NS NS NS NS 
Arousal Model NS NS NS NS NS 
 Gender p = .031 p = .043 NS NS p = .050* 
 Age NS NS NS NS NS 
 Gender*Age NS NS NS NS NS 
Note. NS = not significant at p < .05. *Results of independent t test (t (132) = -2.097, p = .038) 
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Table 5.96 
Profile of Participants Included in Qualitative Sample  
Gender Race/ 
Ethnicity 
Caregiver Age 
 
Primary 
Problem 
Trauma Types Index 
Trauma 
Age of first 
Trauma 
M W GM 13 PTSD PM, EM, N, 
DV, IC, S 
EM 0 
M AA/W Foster 9 PTSD PM, EM, N, 
DV, S, IC 
N 0 
M W Foster 14 PTSD PM, EM, DV, 
SA 
EM 0 
M W Foster 10 GAD PM, EM, N, 
CV, IC, S 
N 0 
M W Foster 13 PTSD PM, EM, N, S 
SA 
SA 10  
M W Foster 16 MDD PM, N, DV, 
IC, S, B 
DV 5 
M AA Foster 9 PTSD PM, EM, N, 
DV, IC, S, CV  
IC  0 
M W BM  16 PTSD PM, EM, DV, 
IC, S  
DV 0 
F AA/W BM 12 GAD PM, EM, N, 
DV, IC 
EM 0 
F NA GM 12 PTSD PM, N, DV, 
IC, B, EIPV 
IC 0 
F W Foster 13 PTSD PM, N, DV, 
IC, S  
N 1 
F WH GM 11 GAD EM, N, DV, 
IC, S  
EM 0 
F W Uncle 11 PTSD EM, IC, N, 
DV, S, B, SA 
IC 0 
F W AM  11 GAD PM, EM, N, 
DV, IC, S 
EM 0 
F AA BM 9 TG EM, DV, IC, 
B, SI  
B 2 
F W BM 8 PTSD N, DV, SA DV 4 
Note. Gender: M = Male; F = Female. Race/Ethnicity: W = White, Non-Hispanic; AA = African American; 
NA = Native American; WH = White, Hispanic. Placement: GM = Grandmother; BM = Biological mother; 
AM = Adoptive mother. Trauma Types: PM = Physical maltreatment; EM = Emotional/psychological 
maltreatment; N = Neglect; DV = Domestic violence; IC = Impaired caregiver; S = separation; B = 
Bereavement; SA = sexual abuse; CV = community violence; EIPV = Extreme interpersonal violence; SI = 
Serious injury/accident. Primary Problem: PTSD = Posttraumatic Stress Disorder; GAD = Generalized 
Anxiety Disorder; MDD = Major Depressive Disorder; TG = Traumatic Grief 
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Table 5.97 
Summary of Findings for Research Question 4a 
Themes  Sub-Themes 
Lack of Safety Lack of Physical Safety 
Lack of Psychological Safety: Fear and Powerlessness 
 
Sense of Responsibility Feeling Responsible for Maltreatment and/or Removal 
Feeling Responsible to Protect and Care for Parent(s) 
Feeling Responsible to Protect Siblings 
 
Altered Systems of Meaning Lack of Trust of Others 
Negative Cognitions Related to Self 
Negative Emotions Related to Self  
 
Struggle to Understand Why 
Traumatic Events Occurred 
Search for Comprehensibility 
Search for Significance 
 
Evidence of Meanings Made  Reappraisals 
Restored Sense of Safety 
Perceptions of Growth 
 
Table 5.98 
Summary of Findings for Research Question 4b 
Themes  Sub-Themes  
Females: Negative Cognitions Related to Feeling 
Unlovable and/or Worthless  
 
 
Sense of Responsibility  Females: Responsibility to Care for 
Younger Siblings 
  
Females: Evidence of Higher Levels of Anger 
towards Offending Caregiver(s) 
 
 
Females: Evidence of Higher Levels of PTSD 
Symptoms  
 
Intrusive Symptoms 
Avoidance Symptoms  
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Table 5.99 
Joint Display of Qualitative Findings as They Inform Quantitative Findings    
Quantitative 
Findings during 
Trauma 
Narrative  
Qualitative Findings   How Qualitative Findings Inform Quantitative 
Findings 
Overall PTSD, 
intrusive and 
avoidance 
symptoms higher 
for females 
during trauma 
narrative phase; 
no moderating 
effects of age or 
sexual violence  
Themes in All Narratives:  
 Lack of Safety  
 Sense of 
Responsibility 
 Altered Systems of 
Meaning 
 Struggle to 
Understand Why 
Traumatic Events 
Occurred 
 Evidence of 
Meanings Made 
 Supports findings from quantitative strand with 
regard to moderator analyses 
 Lack of psychological and physical safety, and in 
particular a sense of fear and powerlessness was a 
focus of processing  
 Traumatic events often interpreted with undue 
sense of responsibility with evidence of cognitive 
distortions that needed to be clarified during 
processing  
 Traumatic events contributed to altered systems of 
meaning that needed to be targeted during 
processing  
 Meaning making process as whole appeared to be 
similar for males and females  
o Involved search for comprehensibility and 
significance  
o Evidence of reduced discrepancies between 
global and situational meaning 
o Products of meaning making included 
evidence of reappraisal, restored sense of 
safety and personal growth 
 
 Gender-Related 
Differences:  
 Females: Negative 
Cognitions Related to 
Feeling Unlovable 
and/or Worthless 
 Females: Feeling 
Responsible to  Care 
for Younger Siblings  
 Females: Evidence of 
Higher Levels of 
Anger Towards 
Offending 
Caregiver(s) 
 Females: Evidence of 
Higher Levels of 
Intrusive and 
Avoidance 
Symptoms 
 Although the overall meaning making process of 
males and females appears similar, there were 
nuanced differences with regard to altered systems 
of meaning 
o Females may interpret events with higher 
levels of personalization, accommodation and 
generalization in regards to self-worth, which 
in turn may contribute to higher levels of 
symptoms and make it more difficult to 
resolve discrepancies between global and 
situational meaning  
 Females may have a greater tendency to adopt a 
caretaking role with younger siblings in the 
absence of an appropriate parent 
 Anger in females was less resolved and of higher 
intensity and may need to be more directly 
targeted in processing  
 More frequent endorsement of intrusive and 
avoidance symptoms converges with quantitative 
findings  
 
266 
 
 
Figure 5.01. PTSD Symptom Scores during Components of TF-CBT.    
Figure 5.02. Intrusive Symptom Scores during Components of TF-CBT. 
 
Figure 5.03. Avoidance Symptom Scores during Components of TF-CBT. 
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Figure 5.04. Arousal Symptom Scores during Components of TF-CBT.  
 
Figure 5.05. ANOVA for Gender and Sexual Violence on PTSD Symptoms at Baseline. 
 
 
 
Figure 5.06. ANOVA for Gender and Age on PTSD Symptoms at Baseline. 
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Figure 5.07. ANOVA for Gender and Sexual Violence on Intrusive Symptoms at 
Baseline. 
 
 
 
Figure 5.08. ANOVA for Gender and Age on Intrusive Symptoms at Baseline. 
 
 
 
Figure 5.09. ANOVA for Gender and Sexual Violence on Avoidance Symptoms at 
Baseline. 
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Figure 5.10. ANOVA for Gender and Age on Avoidance Symptoms at Baseline. 
 
 
 
Figure 5.11. ANOVA for Gender and Sexual Violence on Arousal Symptoms at 
Baseline. 
 
Figure 5.12. ANOVA for Gender and Age on Arousal Symptoms at Baseline. 
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Figure 5.13. ANOVA for Gender and Sexual Violence on PTSD Symptoms during 
PRAC Skills.  
 
 
Figure 5.14. ANOVA for Gender and Age on PTSD Symptoms during PRAC Skills.  
 
 
Figure 5.15. ANOVA for Gender and Sexual Violence on Intrusive Symptoms during 
PRAC Skills.  
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Figure 5.16. ANOVA for Gender and Age on Intrusive Symptoms during PRAC Skills.  
 
 
Figure 5.17. ANOVA for Gender and Sexual Violence on Avoidance Symptoms during 
PRAC Skills.  
 
 
Figure 5.18. ANOVA for Gender and Age on Avoidance Symptoms during PRAC Skills.  
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Figure 5.19. ANOVA for Gender and Sexual Violence on Arousal Symptoms during 
PRAC Skills.  
 
 
Figure 5.20. ANOVA for Gender and Age on Arousal Symptoms during PRAC Skills.  
 
 
Figure 5.21. ANOVA for Gender and Sexual Violence on Overall PTSD Symptoms 
during Trauma Narrative.   
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Figure 5.22. ANOVA for Gender and Age on Overall PTSD Symptoms during Trauma 
Narrative.   
 
 
Figure 5.23. ANOVA for Gender and Sexual Violence on Intrusive Symptoms during 
Trauma Narrative.   
 
 
Figure 5.24. ANOVA for Gender and Age on Intrusive Symptoms during Trauma 
Narrative.   
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Figure 5.25. ANOVA for Gender and Sexual Violence on Avoidance Symptoms during 
Trauma Narrative. 
 
  
Figure 5.26. ANOVA for Gender and Age on Avoidance Symptoms during Trauma 
Narrative. 
 
 
Figure 5.27. ANOVA for Gender and Sexual Violence on Arousal Symptoms during 
Trauma Narrative.   
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Figure 5.28. ANOVA for Gender and Age on Arousal Symptoms during Trauma 
Narrative.   
 
 
Figure 5.29. ANOVA for Gender and Sexual Violence on Overall PTSD Symptoms 
during Processing and Integration.   
 
 
 
Figure 5.30. ANOVA for Gender and Age on Overall PTSD Symptoms during 
Processing and Integration.   
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Figure 5.31. ANOVA for Gender and Sexual Violence on Intrusive Symptoms during 
Processing and Integration. 
 
   
 
Figure 5.32. ANOVA for Gender and Age on Intrusive Symptoms during Processing and 
Integration. 
 
   
 
Figure 5.33. ANOVA for Gender and Sexual Violence on Avoidance Symptoms during 
Processing and Integration.   
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Figure 5.34. ANOVA for Gender and Age on Avoidance Symptoms during Processing 
and Integration. 
 
   
 
Figure 5.35. ANOVA for Gender and Sexual Violence on Arousal Symptoms during 
Processing and Integration. 
 
   
  
Figure 5.36. ANOVA for Gender and Age on Arousal Symptoms during Processing and 
Integration.   
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Figure 5.37. ANOVA for Gender and Sexual Violence on PTSD Symptoms at 
Termination. 
 
 
 
Figure 5.38. ANOVA for Gender and Age on Overall PTSD Symptoms at Termination. 
 
 
 
 
Figure 5.39. ANOVA for Gender and Sexual Violence on Intrusive Symptoms at 
Termination. 
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Figure 5.40. ANOVA for Gender and Age on Intrusive Symptoms at Termination. 
 
 
 
Figure 5.41. ANOVA for Gender and Sexual Violence on Avoidance Symptoms at 
Termination. 
 
 
 
Figure 5.42. ANOVA for Gender and Age on Avoidance Symptoms at Termination. 
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Figure 5.43. ANOVA for Gender and Sexual Violence on Arousal Symptoms at 
Termination. 
 
 
 
Figure 5.44. ANOVA for Gender and Age on Arousal Symptoms at Termination. 
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Chapter 6 
Discussion 
 In this final chapter key findings are discussed, and preliminary inferences are 
drawn based on the results of the analyses in tandem with information gleaned from 
existing research. Implications for practice, social work education, and policy are then 
outlined. Next, the limitations of this study are delineated in an effort to contextualize 
findings. In the final section, final conclusions are drawn and an outline of areas in need 
of further study is provided.  
Symptom Progression and Effectiveness of TF-CBT 
 Results from this study are consistent with prior findings (Cohen & Mannarino, 
1996a; Cohen et al., 2004; Cohen et al., 2011; Jaycox et al., 2010; Jensen et al., 2014; 
King et al., 2000; McMullen et al., 2013; Murray et al., 2015; O’Callaghan et al., 2013), 
and support the effectiveness of TF-CBT in decreasing PTSD symptoms among youth 
ages 7-18 who have been polytraumatized and have experienced trauma stemming 
primarily from various forms of child maltreatment. Furthermore, findings from the 
symptom mapping procedures help to illuminate the progression of symptoms during the 
course of TF-CBT, which is notable given the dearth of empirical evidence currently 
available in this regard. These findings appear consistent with the theoretical 
underpinnings of TF-CBT and the goals of the individual components. Specifically, 
youth appear to have experienced an abatement of symptoms during the initial 
component of treatment because they were presented with psychoeducation aimed at 
normalizing and de-stigmatizing their traumatic responses, and because they learned 
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relaxation techniques to help manage distressing symptoms, particularly intrusive and 
arousal symptoms. During the initial phases of treatment, caregivers also cultivate 
trauma-informed parenting skills to better intervene with maladaptive behaviors and 
support the development of adaptive coping skills to manage distressing symptoms. 
Furthermore, although participants are not directly discussing their traumatic events 
during the subsequent affect expression and modulation and cognitive coping and 
processing I components, they are discussing thoughts, feelings and behaviors in a more 
general sense in part to gradually desensitize them to their traumatic memories. As such, 
it seems plausible that the mere discussion of thoughts and feelings may have activated 
their traumatic memories and associated distress thus resulting in an increase in reported 
symptoms. This is in line with emotional processing theory (Foa & Kozak, 1986; Foa & 
Riggs, 1993; Foa & Rothbaum, 1998), which posits that emotional processing of 
traumatic content begins when the memory structure that underlies the fear is activated, 
which can be achieved through the process of gradual exposure (Foa & Kozak, 1986; 
Rauch & Foa, 2006).  
 Beginning with the trauma narrative component of treatment, symptom mapping 
procedures revealed a gradual decline in symptoms that persisted until the end of the 
processing and integration phase. During these components, youth are more explicitly 
engaging in gradual exposure through direct discussion of their traumatic memories, 
identifying and processing cognitive distortions and associated emotions, as well as 
engaging in the meaning making process. Thus, the symptom trajectory observed in this 
study seems to support our understanding of the mechanisms of action hypothesized to 
occur during TF-CBT, and particularly emotional processing theory. That is, avoidance is 
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overtly targeted and consequently lessened as the fear structure is activated, and youth 
begin to actively process their traumatic experiences and access new information that 
contradicts the distorted or maladaptive information needed to modify the fear structure. 
Consequently, as youth progress through the trauma narrative and processing and 
integration phases of treatment, more adaptive responses to the traumatic memory are 
established and overall PTSD, intrusive, avoidance and arousal symptoms increasingly 
resolve. 
 The qualitative strand of this study also provides further insights regarding the 
meaning making process that occurs during the trauma narrative and processing and 
integration phases of treatment. Several themes emerged in the trauma narratives of 
males and females including a lack of physical and psychological safety, a sense of 
responsibility for the maltreatment and/or to care and protect family members, and 
evidence of altered systems of meaning with regard to a lack of trust and negative 
cognitions and emotions related to self. These themes speak to the impact the traumatic 
events had on participants, and provide guidance to clinicians who may be delivering TF-
CBT in terms of what issues may need to be targeted during processing. Additionally, the 
content analysis of these narratives also reflects the meaning making process that is 
hypothesized to occur during this phase of treatment. Specifically, during the course of 
the narratives youth struggled to understand why these events occurred, why the 
caregivers in their lives failed to protect and care for them, as they searched for the 
significance of the traumatic events in their lives. Findings from this study suggest that 
this search for comprehensibility and significance is an important component of the 
meaning making process, and clinicians may need to help youth in this regard, and assess 
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whether or not there are cognitive distortions embedded in their search for meaning. 
Fortunately, and in line with the meaning making model (Park, 2008; Park, 2010; Park, 
2013; Park et al., 2008; Park & Folkman, 1997; Park et al., 2012), there was also 
evidence that participants had achieved some degree of finding meaning. In particular, 
there was evidence of reappraisals and reduced discrepancies between global and 
situational meaning, a restored sense of safety, and perceptions of growth. During the 
course of TF-CBT, clinicians sometimes struggle to know when processing has been 
completed. Findings from this study suggest that assessing the degree to which there is 
evidence of meanings made (e.g. reappraisals, restored sense of safety, perceptions of 
growth) can help to guide clinical decision making in this regard.   
 Gender and Symptom Progression    
 A primary purpose of this study was to examine gender-based differences in 
symptom progression during TF-CBT, and several inferences can be drawn based on 
study findings. First, the symptom trajectory revealed during symptom mapping 
procedures was comparable for males and females, suggesting that although females 
reported higher levels of symptoms at baseline, during the components of TF-CBT and at 
termination, the underlying mechanisms of action appear to have functioned somewhat 
similarly for males and females. This line of reasoning is further supported by other 
findings from this study.  
 Specifically, although females endorsed higher levels of symptoms at baseline 
and termination, both groups experienced statistically significant declines in overall 
PTSD, intrusive, avoidance and arousal symptoms from baseline to termination of 
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treatment. These results are consistent with prior research concerning the impact of 
gender on TF-CBT (Craig & Sprang, 2014; Kane et al., 2016; Murray et al., 2013) and 
other trauma-focused treatment outcomes for youth (Adruiz et al., 2009; Adruiz et al., 
2011; Barron et al., 2013; Berger et al., 2007; Berger & Gelkopf, 2008; Goenjian et al., 
1997; Rønholt et al., 2013; Tol et al., 2014). As a whole, findings suggest that TF-CBT is 
effective for both males and females. In short, although results from this study revealed 
that females began and ended treatment with higher symptom levels when compared to 
males, symptoms for both groups reduced to sub-clinical levels at termination and both 
males and females experienced statistically significant reductions in PTSD symptoms.  
 It is also important to note the gender-based variations in symptoms that were 
discovered when the PTSD symptom subscales were examined. For avoidance 
symptoms, girls reported higher symptom levels at baseline, during the PRAC skills and 
during the trauma narrative component of treatment, but not during processing and 
integration or at termination. This suggests that TF-CBT was effective in decreasing 
avoidance symptoms for males and females to such a degree that gender-based 
differences dissolved in the processing and integration phase of treatment and sustained 
for the duration of TF-CBT. This finding provides support for the efficacy of gradual 
exposure with youth, and indicates that the trauma narrative phase in particular is helpful 
in diminishing avoidance symptoms.    
 Statistically significant differences in arousal symptoms were observed at 
baseline, during the PRAC skills, and then again at termination with females endorsing 
higher levels of arousal during these phases of treatment. One might expect arousal to 
increase during the trauma narrative phase of treatment given that youth are purposefully 
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and directly exposed to distressing content. For males, this was the case and they reported 
an increase in arousal symptoms from the PRAC skills to the trauma narrative phase of 
treatment. For females, levels of arousal remained fairly constant and this unequal rate of 
change seems to have resulted in the absence of significant gender-based differences 
during the trauma narrative and processing and integration phases of treatment. This 
finding also suggests that although activation of traumatic memories may initially be 
distressing, working through the avoidance and processing the traumatic content in a 
productive manner can lead to a decrease in arousal, particularly when coupled with the 
application of coping skills developed during the PRAC skills phase of treatment.  
 Analysis of PTSD symptom clusters also indicated that females endorsed 
statistically significant higher levels of intrusive symptoms during the phases of TF-CBT 
more frequently than avoidance and arousal symptoms. Specifically, girls reported higher 
levels of intrusive symptoms at baseline, during the PRAC skills, trauma narrative, and at 
termination. This is notable given that intrusive symptoms in particular are considered a 
hallmark of the disorder (Hegadoren et al., 2006). Further, significant differences in 
intrusive symptoms persisted during treatment to a greater degree than other symptom 
clusters, and this is consistent with prior research noting more substantial variations in the 
intrusive symptoms of males and females when compared to other symptom clusters 
(Charak et al., 2014). This finding is also congruent with literature on biologically-based 
sex differences in PTSD. Specifically, there is evidence to suggest the sympathetic and 
noradrenergic systems that mediate the fight-flight-freeze responses are differentially 
activated in males and females when confronted with potentially traumatic events (Sherin 
& Nemeroff, 2011), and in particular there is research to suggest that females have a 
287 
 
more sensitized HPA axis compared to males (Olff, 2017). The HPA axis seems to be 
most directly associated with intrusive and arousal symptoms, and this may help to 
explain why differences in these two symptom clusters were present at baseline and re-
emerged at termination. 
 Among this sample, gender-based differences disappeared during the processing 
and integration phase of treatment for all symptoms clusters of PTSD. Moreover, this is 
the only phase of treatment where no gender-based differences were observed. With 
regard to overall, intrusive and avoidance symptoms, females reported larger reductions 
in these symptoms from the trauma narrative to the processing and integration phase of 
treatment when compared to their male counterparts. This in turn led to little variation in 
the symptom scores of males and females at the processing and integration phase of TF-
CBT. This may suggest that females in particular experienced benefit from this phase of 
treatment—specifically in the activation of traumatic memories and subsequent 
cognitive-emotional processing of their trauma memory records.  
 Although content analysis yielded many similarities in the narratives of males and 
females, important differences were also observed that shed further light on the 
quantitative findings with regard to gender. First, there was a higher level of intrusive 
symptoms apparent in the trauma narratives of females, which further substantiates the 
findings from the quantitative analyses and may reflect the sex-based biological 
differences in HPA axis activation referenced above. Second, females expressed more 
negative cognitions related to feeling unlovable and/or worthless in their narratives. This 
finding is consistent with research among adult populations that has found females report 
more negative cognitive symptoms following trauma exposure, and in particular are more 
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likely to hold persistent negative beliefs about themselves (Cox et al., 2014; Tolin & Foa, 
2002; Tolin & Foa, 2006). This has important implications for treatment given evidence 
that suggests those with more overgeneralized or entrenched beliefs may be less 
amenable to altering their cognitive schemas to enable productive processing of new 
information (Ready et al., 2015; Tolin & Foa, 2002).   
 Females included in the qualitative sample also expressed more avoidance and 
higher levels of anger toward their offending caregivers. At first glance, this appears 
contrary to findings from previous studies that have found males more frequently 
expressed anger when discussing their traumatic experiences, and also tended to avoid 
thoughts and feelings associated with traumatic events to a greater extent than females 
(Briere & Scott, 2006; Kimerling et al., 2002). However, this finding does appear 
congruent with research that has suggested trauma-exposed females display less tolerance 
for negative emotions when compared to males (Miles et al., 2016). Distress tolerance, 
defined as an individual’s capacity to withstand and accept negative emotions (Simons & 
Gaher, 2005), has recently received more attention in terms of its effect on the 
development and maintenance of PTSD symptoms (Claycomb Erwin et al., 2018). 
Specifically, research has found that individuals with lower levels of distress tolerance 
may have a greater tendency to avoid distressing recollections of traumatic events, as 
well as have more negative mood states (Dalgleish, Rolfe, Golden, Dunn, & Barnard, 
2008). In fact, significant associations between distress tolerance and PTSD symptom 
severity have been found in multiple studies (Banducci, Connolly, Vujanovic, Alvarez, & 
Bonn-Miller, 2017; Marshall-Berenz, Vujanovic, Bonn-Miller, Bernstein, & Zvolensky, 
2010; Vujanovic, Bonn-Miller, Potter, Marshall, & Zvolensky, 2011; Vujanovic, 
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Dutcher, & Berenz, 2017; Vujanovic et al., 2013).  Fetzner, Peluso, and Asmundson 
(2014) in particular found that lower levels of distress tolerance were associated with 
higher levels of intrusive and avoidance symptoms among trauma-exposed adults. 
Accordingly, Vujanovic and colleagues (2011; 2017) posit that lower levels of distress 
tolerance may predispose individuals to less adaptive responses to the cognitive and 
emotional distress caused by trauma exposure, which in turn may contribute to the 
development and maintenance of symptoms. Additionally, distress tolerance is also 
associated with the development of borderline personality disorder (BPD; Linehan, 
1993), which is disproportionately diagnosed among females (Fornaro et al., 2016) and 
found to be correlated with exposure to traumatic events and primarily experiences of 
interpersonal violence (Horesh, Ratner, Laor, & Toren, 2008; Jovev & Jackson, 2006). 
For example, using a sample of nearly 600 college students who reported having 
experienced a mean of two traumatic events, Gaher, Hofman, Simons and Hunsaker 
(2013) found that males reported higher levels of distress tolerance compared to females, 
and also found that lower levels of distress tolerance were associated with BPD 
symptoms.  
 Kimerling and colleagues (2002) also found that females tended to express more 
relational emotion in connection to their traumatic experiences, which is consistent with 
findings from this study as the higher levels of anger embedded in the narratives of 
females was targeted at their offending caregivers. This finding may potentiate in part 
due to gender identity and role socialization. Chodorow (1978), in her work on gender 
and identity development, argues that because the primary caregiver for both sexes in 
early life is typically female, the interpersonal dynamics of gender identity development 
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is different for boys and girls. More specifically, female identity formation occurs in the 
context of an ongoing relationship as mothers tend to experience their daughters as “more 
like, and continuous with, themselves” (Chodorow, 1978, p. 150). Drawing from this 
theory, females may have identified with their biological mothers to a greater extent than 
males given their biological sex and social environment, and this may help to explain 
why females within the qualitative sample tended to adopt caregiving roles with regard to 
their younger siblings more often than males. Furthermore, this identification with their 
mothers and the female caretaking role may have contributed to a sense of betrayal and 
anger as well as the stronger negative attributions of self that emerged in the narratives of 
girls.    
 This consideration of gender identity is further supported by research outlining 
gender-based differences in affiliative behavior as it relates to the development of self-
concept. Self-concepts are formed through youth’s internal representations of themselves 
(Bowlby, 1973; Howe, 2005), as well as through what is important to them and their 
goals for their life (Park et al., 2010). Events, whether traumatic or otherwise, that are 
incompatible with goals relevant to self-concepts require reappraisals to reduce 
discrepancies between situational and global meaning (Park, 2010). Although individuals 
can have a myriad of self-concept goals, one of the most consistent differences found 
between males and females with regard to self-concept is the degree to which females 
have self-concepts characterized by the importance and quality of their close 
interpersonal relationships (Sanathara, Gardner, Prescott, & Kendler, 2003; Tamres, 
Janicki, & Helgeson, 2002). Certainly, relationships are important for males, but research 
suggests that males and females vary in how they meet their need for a sense of affiliation 
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and belonging, and the impact of relationships on their self-concepts (Logan, Walker, 
Jordan, Leukefeld, 2006). In particular, males tend to achieve their need for affiliation via 
connections with others on a broader social level and through status, competence, power 
and a sense of uniqueness, whereas females tend to value interdependence with others, 
demonstrate a desire to preserve relationships and often attempt to maximize agreement 
and cohesion (Maccoby, 1990). In fact, studies suggest that females’ feelings about 
themselves are often dependent on the responses and appraisals of others, and that 
relationship stress has a greater association with lower self-esteem for girls when 
compared to their male counterparts (Morgan & Echenrode, 1991; Gilligan, 1982; 
Roberts & Nolen-Hoeksema, 1994). Thus, the interdependent nature of females may 
contribute to girls looking to others for validation of self or deriving their sense of self-
worth based on the approval and treatment they receive from those close to them in a way 
that is different from boys. This in turn may predispose girls to making more negative 
attributions of self in response to their traumatic events, particularly when those events 
are perpetrated by someone with whom they identify, have a close relationship, and are 
dependent upon.   
 Consideration of the role gender socialization plays in the development of self-
concept and pre-trauma schemas further contributes to this discussion. In addition to 
trauma memory records and post-trauma reactions, pre-trauma schemas also influence the 
development and maintenance of PTSD symptoms (Foa & Riggs, 1993; Foa & 
Rothbaum, 1998), and the interaction of these factors can serve to reinforce situational 
and global beliefs about self, the world and others. Literature on gender role socialization 
has noted difficulties that girls often experience with regard to their sense of self, 
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particularly as they approach and progress through puberty and are faced with the 
realities of what it means to be female within society (Pipher, 1994). Therefore, it may be 
that girls’ pre-trauma schemas related to self contain negative attributions that are then 
reinforced through trauma memory records and post-trauma reactions, resulting in beliefs 
that they are unlovable, not good enough and/or worthless.  
 Consideration of gender role and socialization also begs the question of whether 
the differences observed in this study are in fact ‘real’ differences, or rather differences in 
reporting. Through social learning and the socialization process children develop an 
understanding of male and female roles. Consequently, it is important to consider 
whether the symptom levels reported by youth accurately measure and represent their 
psychological functioning with regard to PTSD, or whether they reflect efforts to provide 
responses that are congruent with their perceived expectations associated with their 
gender. For instance, are boys actually experiencing lower levels of PTSD symptoms 
during the course of TF-CBT, or does this reflect social desirability bias and/or perceived 
role expectations?       
 Impact of Sexual Violence and Gender on Symptom Severity during TF-
CBT. Within this sample of youth, females reported experiencing sexual violence at 
higher rates than males, and this is consistent with prior epidemiological research with 
adults (Breslau et al., 1997; Kessler et al., 1995; MacMillan et al., 1997; Tolin & Foa, 
2006) and youth (Buka, Stichick, Birdthistle, & Earls, 2001; Kilpatrick et al., 2003; 
Stevens, Ruggiero, Kilpatrick, Resnick, & Saunders, 2005) that has found females report 
higher rates of exposure to sexual victimization compared to males. However, no 
significant differences in baseline overall PTSD, intrusive, avoidance or arousal 
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symptoms were found between those with and without sexual violence histories, even 
when males and females were analyzed separately. Although all participants were 
presenting for treatment as a result of their trauma-related symptoms, this finding is 
nonetheless noteworthy given that Tolin and Foa’s (2006) meta-analysis on sex 
differences in PTSD found males reported higher levels of PTSD symptoms compared to 
females when child sexual abuse studies were isolated.  
 Contrary to the hypotheses set a priori, sexual violence did not moderate the 
relationship between gender and symptom severity at baseline, termination or during any 
phases of TF-CBT. This finding was further supported by the results of the qualitative 
analysis, where no differences emerged in the trauma narratives of those with and without 
sexual violence histories. TF-CBT was initially developed for youth who had experienced 
child sexual abuse, and as such the intervention may be especially suited to address the 
sequelae associated with child sexual abuse. This point notwithstanding, at first glance 
these findings seem to contradict results from prior studies that have found those who 
have experienced sexual violence experience higher levels of PTSD symptoms when 
compared to those who experience other types of non-interpersonal trauma (Breslau et 
al., 1998; Kessler et al., 1995; Kilpatrick et al., 2003; Runyon et al., 2014; Tolin & Foa, 
2006; Trickey et al., 2012). However, these seemingly disparate findings may potentiate 
due to the differences observed between those who have experienced simple versus 
complex trauma. That is, sexual violence may contribute to higher levels of PTSD 
symptoms among those with less complex trauma exposure. This sample of youth 
experienced multiple forms of maltreatment, and therefore any differential impact of 
sexual violence on PTSD symptoms may have been eclipsed by the cumulative effect of 
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chronic interpersonal violence and neglect that occurred within the context of a 
caregiving relationship. This is a particularly important distinction because, in cases of 
complex trauma, youth are often dependent upon the very same individuals who maltreat 
them for love, safety and survival, and this reality has severe and adverse consequences 
on youth’s core regulatory systems (Cook et al., 2003). Further, this conclusion is 
supported by findings from the ACE study, which illustrate the stepwise manner in which 
risk for negative mental and physical health outcomes increases with each additional 
adverse childhood event experienced, and especially for those who experience four or 
more adversities (Dong et al., 2004; Dube et al., 2009; Felitti et al., 1998). 
 Impact of Age and Gender on Symptom Severity during TF-CBT. Similarly, 
and contrary to expectations, age was also not found to moderate the relationship between 
gender and symptom progression with one exception: intrusive symptoms during the 
processing and integration phase of treatment. With regard to the processing and 
integration phase of TF-CBT, the interaction of gender and age on intrusive symptoms 
approached statistical significance, and a significant main effect for age was observed 
with older youth in the sample endorsing lower levels of symptoms compared to younger 
children, but no main effect for gender was observed. It is also important to note that 
when the various symptom clusters of PTSD are considered, statistically significant 
differences were found between the intrusive symptoms of males and females at every 
other phase of treatment, and differences in intrusive symptoms were observed between 
males and females more often than any of the other symptom clusters. Given that a main 
effect for age on intrusive symptoms was not revealed during any of the other phases of 
treatment, this finding suggests that among this sample of youth older children ages 13-
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18 may have been benefitting from processing and integration to a greater degree than 
younger youth ages 8-12, thus resulting in lower levels of intrusive symptoms. Notably, 
the processing and integration phase of treatment is designed to target intrusive 
symptoms more explicitly than in prior phases, and this type of processing requires a 
certain level of insight and cognitive ability that may be more accessible for older youth. 
However, it is also important to note that the age differences observed dissolved at 
termination, where no significant main effects for age were observed. Consequently, this 
finding may also indicate that processing and integration is slower for younger youth, and 
resolution of symptoms occurs later in the process. It is also important to consider this 
finding in light of the near statistically significant interaction between age and gender that 
was found. In this sample, males ages 7-12 reported the highest level of intrusive 
symptoms during the processing and integration phase, whereas males ages 13-18 
reported the lowest level of intrusive symptoms. Alternatively, there was little variation 
in the intrusive symptoms of girls ages 7-12 versus girls ages 13-18 during this phase of 
treatment. Females of both age groups endorsed symptoms levels that fell in between the 
intrusive symptoms of younger males and older males. This may suggest that while age 
has a bearing on intrusive symptoms for males during processing and integration, it is 
less impactful for females. Nevertheless, there are not previous studies documenting the 
symptom progression of males and females during the phases of TF-CBT and therefore 
the inferences that can be drawn from this finding are limited. Additionally, it is also 
important to point out that the main effect of age had fairly low observed power, which 
limits confidence in these findings. The lack of observed power may reflect the smaller 
sample size during this phase of treatment and unequal group sizes.  
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 Although no age-related differences were found at baseline of treatment among 
youth in this sample, it is important to note that disparate findings concerning the impact 
of age on symptom severity have been observed in previous studies. Younger youth have 
reported more severe PTSD responses in some studies, and these findings are thought to 
potentiate because of the neurodevelopmental impact of exposure (Cox, Kenardy, & 
Hendrikz, 2008; Keane et al., 2006; Kolko et al., 2010; Lieberman & Van Horn, 2011). 
Conversely, in other studies older youth have presented with higher levels of PTSD, and 
these findings are attributed to the increased likelihood of cumulative exposure with age 
(Kessler et al., 1995). However, that was not the case for this sample, as males and 
females of both age groups reported similar levels of trauma exposure.      
Furthermore, age was divided into two age groups for these analyses in an attempt 
to discern any differences that may exist between younger, latency-aged children and 
older adolescents. The decision to reduce age to a categorical-level variable was driven 
by findings that suggest the neuroendocrine response system, and particularly the 
sympathetic adrenal-medullary (SAM) system and the hypothalamic-pituitary-
adrenocortical (HPA) axis, which are thought to mediate the fight-flight-freeze responses, 
are differentially activated in boys and girls when threatened with danger (Sherin & 
Nemeroff, 2011). Further, the neuroendocrine system is influenced by gender-related 
hormones that fluctuate according to developmental stage (Yehuda & LeDoux, 2007), 
and neurobiological biomarkers that have been linked to PTSD are sensitive to female 
gonadal hormones and the menstrual cycle (Garza & Jovanovic, 2017). These findings 
have led Garza and Jovanovic (2017) to suggest that puberty may be the developmental 
time point when sex differences in traumatic stress responses begin to emerge. 
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Nevertheless, developmental stage can vary substantially according to age particularly 
with regard to the onset of puberty, and consequently the chronologically-based markers 
utilized in this study may not have captured the developmental stages they were intended 
to reflect. It may be that dichotomizing age into two groups muted differences that exist 
between younger and older males and females, and retaining age as a ratio-level variable 
may have revealed differences that were not captured in these analyses. Similarly, this 
study only included youth ages 7-18, and inclusion of youth under the age of seven may 
have further aided in better understanding the relationship between age, gender, and 
symptom progression during the course of TF-CBT. The need to consider the responses 
of younger children becomes even more salient given findings from an early study of TF-
CBT that found older age predicted greater improvement in maladaptive behaviors in 
sexually abused children ages 3-6 (Cohen & Mannarino, 1996b).  
Practice Implications 
 This study has several important practice implications for mental health clinicians 
tasked with assessing and treating trauma-exposed children. Foremost, this study 
provides further support for the effectiveness of TF-CBT in treating traumatic stress with 
complexly traumatized males and females. A plethora of studies are now available that 
demonstrate the effectiveness of TF-CBT and other empirically-supported interventions 
in reducing traumatic stress related symptoms when compared to treatment as usual or 
non-directive therapy (de Arellano et al., 2014; Cary & McMillan, 2012; Gillies et al., 
2013; Leenarts et al., 2013; Rodenburg et al., 2009; Sanchez-Meca et al., 2011; 
Silverman et al., 2008; Sloan et al., 2013). In an effort to provide the most effective care 
to children and families and because of the inherent ethical obligations to do so, it is 
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incumbent upon clinicians to offer trauma-focused treatment modalities that have 
demonstrated their effectiveness. Similarly, clinicians and other professionals who 
interact with trauma-exposed youth (e.g. child welfare workers, educators, juvenile 
justice workers) are encouraged to conceptualize the problems and symptoms of these 
youth within the context of their trauma exposure, as problem behaviors and symptoms 
may resolve differently from those that result from other, non-trauma related factors. 
Furthermore, clinicians are encouraged to develop a deep understanding of how 
disruptions in neurobiological development can impact multiple domains of functioning 
and influence core systems of meaning, as this can assist with making trauma-informed 
decisions concerning the specific treatment needs of youth.     
 When implementing empirically-supported trauma-focused treatments, it also 
becomes important not merely to consider whether or not PTSD symptoms are present, 
but also to strive for a higher level of specificity in determining where symptoms fall 
with regard to individual PTSD symptom clusters. This can inform the application of 
each component of treatment in a manner that explicitly targets individual symptom 
clusters, as well as indicate how youth might progress through the phases of TF-CBT. A 
child who exhibits substantial dissociative symptoms, for example, may benefit from 
learning grounding techniques during the relaxation phase of treatment, whereas if a 
clinician is aware that a child has highly distressing and frequent intrusive symptoms they 
may need to be particularly mindful of gradually exposing them to traumatic content in a 
manner they can tolerate. Additionally, given that trauma-exposed youth often present 
symptoms and behaviors that extend outside the PTSD diagnosis, it also becomes 
important to assess for the presence of other trauma-related symptoms (e.g. depression, 
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anxiety), as well as evaluate whether there is impairment to those domains of functioning 
associated with complex trauma (e.g. attachment, affect regulation, self-concept, 
cognitive functioning, dissociation, behavioral control and biological). This can help 
illuminate how youth may have been differentially impacted by their exposure, as well as 
indicate those treatment approaches that might be most effective. In line with best 
practice, there are also myriad other variables (e.g. placement stability; family structure; 
nature, frequency and types of traumatic experiences; cultural considerations, etc.) that 
will need to be considered when tailoring treatment to each individual’s needs. Given the 
variations in symptoms that findings from this study revealed, it is clear that a one-size-
fits-all approach is counter-indicated, and any treatment—whether TF-CBT or 
otherwise—needs to take into account the unique experiences, symptoms and ecology of 
each youth.   
 Findings from this study additionally point to the value of measurement-based 
care (MBC). Also referred to as outcome or progress monitoring, MBC is a crucial 
component of many empirically-supported treatments, and can be utilized to enrich the 
effectiveness of treatment by enabling the course of treatment to be tailored to each 
child’s individual needs (Lambert et al., 2003). The use of assessment tools at the 
beginning but also during treatment can provide clinicians with valuable information 
concerning the severity and frequency of symptoms and behaviors, as well as help track 
the progression of symptoms throughout treatment. This in turn can inform clinical 
decision making in real time and enable clinicians to adjust treatment as needed to 
individually target specific symptoms and behaviors. Further, clinicians sometimes 
struggle with knowing when a child has achieved a sufficient level of competency to 
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progress from one component of treatment to the next, and information concerning 
symptoms and functioning acquired through MBC can further guide decision making in 
this regard.  
 The progression of PTSD symptoms observed in this study also points to the 
importance of providing psychoeducation to children and caregivers about treatment. 
Findings suggest that symptoms initially decrease from baseline to the relaxation 
component of treatment but then increase during subsequent components until they begin 
to decline once again during the trauma narrative phase of treatment. Clinicians are 
encouraged to provide information to caregivers concerning what they might expect with 
regard to symptoms during the course of treatment so that they can work collaboratively 
and proactively to implement strategies to support the child during the process. 
Furthermore, it may be important to provide youth with this information in a 
developmentally appropriate manner in an effort to manage treatment expectations and 
normalize their symptom trajectories. This approach may also help to prevent premature 
treatment dropout, as caregivers might be inclined to discontinue treatment if their child’s 
symptoms seem to be worsening.  
 Notably, substantial declines in symptoms began during the trauma narrative 
component of treatment. This suggests that the gradual exposure and narrative processing 
components of treatment may be key mechanisms of change with regard to symptom 
reduction. This is noteworthy given evidence that suggests these techniques are often 
underutilized by clinicians (Becker, Zayfert, & Anderson, 2004) based on concerns that 
they are too distressing for clients and may lead to a worsening of symptoms (Cohen et 
al., 2006). As such, clinicians are encouraged to consider evidence from this and other 
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studies (Cahill, Rothbaum, Resick & Follete, 2009; Deblinger et al., 2011; Schnyder & 
Cloitre, 2015) that document the efficacy of this approach when fully implemented. 
Furthermore, findings from the qualitative strand of this study indicate that clinicians 
should pay close attention to both content and process variables during the trauma 
narrative and processing components of treatment. Clinicians sometimes struggle with 
determining when processing is completed, and attention to the meaning making process 
can assist with this determination. In particular, clinicians should consider whether there 
is evidence of a search for comprehensibility and/or significance embedded in the 
narratives. If these elements do not emerge organically during the course of the narrative 
process, clinicians are encouraged to prompt youth to consider why the traumatic events 
occurred and the meaning of the events in their lives as a whole. Furthermore, clinicians 
should also pay attention to cognitive distortions and altered systems of meaning related 
to self, the world and others that are present in the narratives, and the degree to which 
these beliefs and cognitions are reappraised during the course of processing. Finally, 
clinicians are also encouraged to attend to evidence of meanings made, particularly with 
regard to sense of self, issues related to psychological and physical safety, and 
perceptions of growth. 
 Lastly, the gender-based differences revealed in this study also have practice 
implications. It is important for clinicians to be aware that females may endorse a higher 
level of symptoms when compared to males, and that these symptom differences may 
persist during the course of treatment. When taken in tandem with the gender-based 
differences in PTSD symptoms documented in the literature, findings from this study 
should encourage clinicians to become well versed concerning the impact of gender on 
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the development, expression and trajectory of PTSD symptoms. Furthermore, the gender-
based differences observed in the trauma narratives of males and females suggest that it 
may be helpful to consider the impact gender role and socialization may have on the 
expression of PTSD symptoms. With all youth, but particularly with females, clinicians 
should pay attention to their ability to tolerate negative emotions and may need to 
implement distress tolerance strategies during the affect expression and modulation phase 
of treatment. Given the differences observed in the narratives, the processing component 
of treatment for females may require more focused energy on targeting relational anger 
and negative cognitions of self. Once processing is completed, clinicians can also 
consider whether it is necessary to intentionally target issues related to self-worth in the 
enhancing safety and future development component of treatment.   
Implications for Social Work Education 
  Studies suggest that a sizeable portion of community-based mental health 
practitioners have social work degrees (National Association of Social Workers, 2011; 
Whitaker, 2012), as well as indicate that youth with extensive trauma exposure represent 
the largest group of clients seen in child-serving systems (Harris, Lieberman, & Marans, 
2007; Ko et al., 2008). As a result, it is imperative that the social work profession concern 
itself with issues relating to trauma exposure and traumatic stress. In fact, it has been 
presented as an ethical obligation to acquire trauma training in order to remain current 
and provide the most effective treatment and services (Bussey, 2008; Strand et al., 2014), 
a notion that is further encouraged by the development of professional standards for 
mental health professionals in evidence-based practice (Lyon, Stirman, Kerns & Bruns, 
2011). Recently, the mental health field has seen an increase in the development and 
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testing of evidence-based interventions for traumatic stress, but these advances have often 
outpaced the implementation of these treatments in real world settings (Fixsen, Naoom, 
Blase, Friedman, & Wallace, 2005) in part due to a shortage of mental health clinicians 
who are adequately trained (Kazdin, 2008). These realities have led to calls for the mental 
health field to incorporate trauma-specific content into undergraduate and graduate 
school curricula in order to prepare future mental health professionals to meet the 
demands of the work (Courtois, 2002). Findings from this study further support the need 
to develop a trauma-informed workforce, and social work educators are in a unique 
position to help train and prepare future social work practitioners.  
 Efforts to increase the infusion of evidence-based treatments into educational 
programs have gone on for some time, although research suggests that they continue to 
be underutilized. For instance, in a national survey of professional training programs, 
researchers define “gold standard” training as instruction in an evidence-based treatment 
and implementation of that treatment in a supervised clinical setting (Weissman et al., 
2006). Of those programs surveyed, 67.3% of PsyD programs, 61.7% of MSW programs 
and 43.8% of clinical psychology programs indicated that they did not require “gold 
standard” training in at least one evidence-based treatment. Further, this lack of “gold 
standard” training is thought to contribute to the relatively slow implementation of 
evidence-based practices in real world settings (DeRosa et al., 2013). 
  The demand to educate social work practitioners in trauma-related content 
necessitates that students are provided with adequate training in evidence-based practice, 
and develop clinical knowledge, reasoning, and judgment skills, as these are necessary 
foundational elements of trauma-informed mental health practice (Layne et al., 2014). 
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Additionally, the NCTSN recently developed the Core Curriculum on Childhood Trauma 
(CCCT). The curriculum uses a five-tiered conceptual framework that includes empirical 
evidence, 12 core trauma concepts, intervention objectives, practice elements, and skills 
that is applied within a problem-based learning approach (Layne et al., 2014). 
Furthermore, the 12 core concepts for understanding traumatic stress responses in 
children and families also serve as the theoretical foundation and guiding principles for 
the CCCT and include the following: (1) traumatic experiences are inherently complex; 
(2) trauma occurs within a broad context that includes children’s personal characteristics, 
life experiences, and current circumstances; (3) traumatic events often generate 
secondary adversities, life changes, and distressing reminders in children’s daily lives; (4) 
children can exhibit a wide range of reactions to trauma and loss; (5) danger and safety 
are core concerns in the lives of traumatized children; (6) traumatic experiences affect the 
family and broader caregiving systems; (7) protective and promotive factors can reduce 
the adverse impact of trauma; (8) trauma and posttrauma adversities can strongly 
influence development; (9) developmental neurobiology underlies children’s reactions to 
traumatic experiences; (10) culture is closely interwoven with traumatic experiences, 
response and recovery; (11) challenges to the social contract, including legal and ethical 
issues, affect trauma response and recovery; and (12) working with trauma-exposed 
children can evoke distress in providers that makes it more difficult for them to provide 
good care (Strand et al., 2014).   
 Preliminary evidence on the utility of the CCCT is promising. A portion of the 
CCCT was examined as part of a Master of Social Work curriculum, and findings suggest 
that participation in a case-based trauma-focused course increased students’ efficacy in 
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working with traumatized children (Layne et al., 2011). In a subsequent study, MSW 
students participated in an educational model that included classroom instruction in the 
core trauma competencies, training in specific evidence-based trauma treatments, and 
implementation of those treatments in a supervised field placement setting (Layne et al., 
2014). Findings indicate significant pre-post increases in conceptual readiness and field 
placement readiness, and students ranked the core concepts course as an equivalent or 
greater contributor to field readiness compared to standard evidence-based practice 
training (Layne et al., 2014). Additionally, Breckenridge and James (2010) found that 
participation in a trauma specific course raised students’ awareness, skills, and 
knowledge in interventions with trauma-exposed individuals. The introduction of a 
certificate in trauma at the MSW level that required students to take two courses on 
trauma and complete a field practicum in a setting that included a focus on trauma, found 
that the program raised students’ self-efficacy in working with trauma-exposed clients, as 
well as improved their knowledge of the trauma model taught (Bussey, 2008).   
 These preliminary results are encouraging and suggest that integration of trauma-
specific content into undergraduate and graduate programs is feasible, and can help to 
increase students’ self-efficacy, knowledge and skills so that they are better prepared to 
meet the demands of real world practice. Further, training graduate social work students 
in evidence-based trauma-focused treatments during the course of their education can 
help to offset the slow uptake of evidence-based practices in mental health settings. 
Social work programs and social work educators are encouraged to continue to 
implement trauma-specific content into course curriculums, and to consider 
306 
 
implementing training in trauma-focused evidence-based treatments as part of graduate 
training.     
Policy Implications 
 Similar to the implications for social work education outlined above, findings 
from this study also support the development of policy around the utilization of trauma-
focused evidence-based treatments for youth. There is strong support for the use of these 
treatments with traumatized children and their families given research outlining their 
superiority in reducing trauma-related symptoms when compared to treatment as usual or 
non-directive therapy (de Arellano et al., 2014; Cary & McMillan, 2012; Gillies et al., 
2013; Leenarts et al., 2013; Rodenburg et al., 2009; Sanchez-Meca et al., 2011; 
Silverman et al., 2008; Sloan et al., 2013). This in turn has led to the wide spread 
dissemination of TF-CBT and other trauma-focused evidence-based treatments, and there 
is evidence to suggest that the increased availability of trauma-focused evidence-based 
treatments has helped to strengthen the standard of care nationwide (Ko et al., 2008). 
However, the field has also encountered many challenges when attempting to implement 
TF-CBT and other trauma-focused evidence-based treatments (Bond et al., 2014), and 
studies suggest that these interventions continue to be underutilized across a variety of 
settings (Connor-Smith & Weisz, 2003; Garland, Bickman & Chorpita, 2010; Kazdin, 
2007). The development of policies that encourage agencies to train their workforce in 
evidence-based practice, trauma-informed care, and specific trauma-focused treatments 
can bolster the use of these approaches, which in turn can enhance the effective and 
accurate identification and treatment of these youth and ultimately contribute to improved 
client outcomes. 
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 At the state and federal level, policies can encourage trauma-informed care 
training for systems of care (e.g. child welfare, education, juvenile justice) that regularly 
interact with trauma-exposed children through the provision of training and funding. 
Certainly, there are now best practice guidelines offered by many associations, such as 
the NCTSN, that recommend the use of evidence-based and trauma-informed practices 
when working with trauma-exposed populations. Additionally, ignoring the impact of 
traumatic experiences on youth can contribute to the misidentification of mental health 
needs as the extensive symptomatology associated with childhood trauma exposure can 
complicate the diagnostic process (Popescu, Strand, Way, Williams-Hecksel, & 
Abramovitz, 2017). In fact, misidentification of mental health needs and a lack of 
awareness of the impact of trauma on functioning often leads to traumatized children 
receiving behavioral health diagnoses such as attention deficit/hyperactivity disorder, 
oppositional defiant disorder and conduct disorder (Popescu et al., 2017). Use of these 
and other diagnoses potentiates in part because trauma-related symptoms substantially 
overlap with eight other mental health disorder diagnoses (Griffin et al., 2011). The 
misidentification of mental health needs can lead to the provision of services that may fail 
to address a youth’s underlying trauma-related impairments. Increased state funding to 
provide trauma-informed care training can help to address these issues and develop a 
trauma-informed workforce so that child welfare workers, educators, juvenile justice 
workers and others can make informed decisions about the families with whom they 
work, and can link youth with the most appropriate mental health services. 
 State and federal policies can also encourage training of mental health 
professionals in evidence-based practice, trauma-informed care and trauma-focused 
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interventions, as well as encourage the utilization of evidence-based trauma-focused 
treatments in practice settings through training mandates, the provision of funding, and 
the use of incentives. Training for mental health clinicians can help practitioners to 
cultivate trauma-informed assessment, diagnostic, and clinical decision making skills, as 
well as assist them to develop competency in trauma-focused treatments. Consideration 
of secondary traumatic stress, compassion fatigue and burnout among mental health 
providers further supports the need for evidence-based and trauma-specific training as 
studies suggest that clinicians who work with traumatized populations have higher levels 
of secondary traumatic stress and compassion fatigue compared to other mental health 
professionals (Birck, 2001; Kadambi & Truscott, 2008). However, Craig and Sprang 
(2010) also found that the utilization of evidence-based practices was associated with 
higher levels of compassion satisfaction and lower levels of compassion fatigue and 
burnout, while not using evidence-based practices significantly predicted burnout among 
a national sample of trauma therapists. This finding suggests that use of evidence-based 
practices may serve as a protective factor against the development of compassion fatigue 
and burnout, which further supports the need for training among mental health 
professionals who work with trauma-exposed youth.  
 The provision of funding for training and implementation efforts is particularly 
important given that funding deficits have consistently been noted by clinicians and 
administrators as one of the most significant factors contributing to discontinuation of 
evidence-based treatments (Bond et al., 2014; Gray, Joy, Plath, & Webb, 2013; Swain, 
Whitley, McHugo & Drake, 2010). Additionally, high rates of staff turnover at many 
community-based mental health agencies can make the adoption of evidence-based 
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practices more difficult. However, one strategy that has been successful in offsetting the 
challenges associated with implementation of evidence-based treatments is the use of 
incentives (Stewart, Marcus, Hadley, Hepburn, & Mandell, 2018). At the state level, the 
use of evidence-based practices can be encouraged by providing monetary incentives, 
such as enhanced reimbursement rates, to those agencies who utilize evidence-based and 
trauma-informed practices. At the agency level, administrators can implement policies to 
provide incentives to mental health professionals who develop competency in and utilize 
trauma-focused interventions, such as technical assistance, productivity concessions for 
clinicians as they go through training programs, recognition, and title promotions.  
Limitations 
While this study provides some useful information concerning the progression of 
symptoms during TF-CBT, particularly with regard to the impact of gender, sexual 
violence and age, there are notable limitations. First, the sample of youth utilized for this 
study was not randomly selected and thus findings are not generalizable to any broader 
population. Additionally, participants in this study were polytraumatized, and 
experienced a mean of nearly five trauma types representing various forms of child 
maltreatment. Given that the sample by definition is considered to have experienced 
complex trauma, it is important to consider the degree to which these results reflect the 
symptomatology of children who have less pervasive trauma histories, and in particular 
whether symptom progression may vary based on the chronicity, severity and type(s) of 
exposure. Complex trauma has been found to have adverse consequences above and 
beyond what is accounted for by the PTSD diagnosis, and in particular impacts core 
regulatory systems and disrupts normal neurodevelopment (Cook et al., 2003; D’Andrea 
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et al., 2012; Spinazzola et. al., 2003). Following from this line of reasoning, it seems 
likely that the symptoms of complexly traumatized children may progress differently 
through TF-CBT when compared to youth who have experienced single incident, 
accidental, and/or non-interpersonal trauma. Certainly, prior studies have noted the more 
complicated symptom presentations of complexly traumatized youth, and have illustrated 
that as the number of trauma types increases, so too does the complexity and breadth of 
symptoms (Briere, Kaltman, & Green, 2008; Cloitre et al., 2009; Hodges et al., 2013; van 
der Kolk et al., 2005). Although TF-CBT was effective in decreasing symptoms in this 
sample, and in other studies of polytraumatized of youth (e.g. Cohen et al., 2004; Craig & 
Sprang, 2014; Murray et al., 2015; O’Callaghan et al., 2013), what remains less certain is 
the impact of more complex trauma presentations on the progression and resolution of 
symptoms during the course of trauma-focused treatment.  
This sample only included youth ages 7-18 due the age parameters of the UCLA 
PTSD-RI. Further development of self-report assessment measures for younger children 
would be advantageous and may help to further understand age-related differences 
among trauma-exposed youth both in terms of their symptom severity and symptom 
progression, although this endeavor is challenging given the developmental abilities of 
children under seven. Relatedly, the UCLA PTSD-RI is a self-report measure and this 
may have limited the accuracy of obtaining a reliable measurement of PTSD symptoms. 
Many factors have been noted to influence responses on self-report measures among 
youth. For example, a lack of awareness of symptoms can contribute to an inaccurate 
self-assessment, as can a tendency to minimize due to avoidance, concern related to the 
consequences of such disclosures, and social desirability bias. Alternatively, there can 
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also be a tendency to overly endorse symptoms in an effort to convey the distress being 
experienced. These realities have led the developers of other self-report measures, such as 
the Trauma Symptom Checklist for Children (TSCC; Briere, 1996), to include hyper-
response and under-response scales to shed light on the validity of individual results. The 
TSCC was not utilized in this study because the age range is further restricted (i.e. 
appropriate for ages 8-16), and because it only includes one general posttraumatic stress 
scale, and therefore does not enable examination of individual symptom clusters. It may 
nevertheless be helpful to include other trauma measures, such as the TSCC, in further 
exploration of symptom progression as the other scales (e.g. anxiety, depression, anger, 
etc.) included on the measure may help to discern other variations that may exist in the 
symptom severity and expression of males and females during the course of TF-CBT. 
This may be particularly important in samples of youth who have been affected by 
complex trauma given that the constellation of symptoms often extends outside the PTSD 
diagnosis. Similarly, it may be beneficial to include caregiver-report measures to further 
aid in this endeavor, as studies have found disparities in caregiver and youth reports of 
trauma-related symptoms (Kassam-Adams, Garcia-Espana, Miller, & Winston, 2006; 
Lanktree et al., 2008).      
Issues relating to sample size and power also limit the conclusions that can be 
drawn from this study. A priori power analysis indicated that a sample size of 98 was 
sufficient to detect medium effect sizes or larger with 80 percent power for the mixed 
ANOVAs that examined the effectiveness of TF-CBT in reducing PTSD symptoms from 
baseline to termination. This threshold was met for these analyses as the sample size was 
138, although additional participants would have enabled a greater ability to detect 
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meaningful but smaller effects that may exist. Additionally, youth within this study 
completed psychometric measures at baseline, every three months during treatment, and 
at termination. Results from the UCLA PTSD-RI were then mapped to the component of 
treatment youth were in at the data collection time point. Consequently, there is variation 
in the number of youth who had valid UCLA PTSD-RI scores at each component of TF-
CBT. Given the variations in sample sizes and the limitations associated with mixed 
ANOVAs (e.g. data is organized in the wide form and is only able to be analyzed 
listwise, so any participants with missing data at any component of treatment are dropped 
from analysis), it was not possible to explore the progression of symptoms, and any 
differences that may exist, during all components of TF-CBT. Utilization of other data 
analytic approaches, such as mixed linear modeling, in future studies may help to further 
capture the progression of symptoms during all components of the intervention.  
For this study, and in order to obtain sufficient sample sizes, the components of 
TF-CBT were collapsed into five phases of treatment (baseline, PRAC skills, trauma 
narrative, processing and integration, and termination) and differences in symptoms 
between groups were examined at each phase separately. Although this strategy 
conceptually aligned with the phases of TF-CBT and empirically aligned with the 
research questions posed, it is possible that variations in symptoms between the groups of 
interest (gender, age, sexual violence) were muted by collapsing components into broader 
phases of treatment. Furthermore, with regard to the factorial ANOVAs executed to 
examine the possible interaction of gender with sexual violence and age at various phases 
of TF-CBT, a prior power analysis indicated that a sample size of 52 was sufficiently 
large to detect a large effect with 80 percent power, while a sample size of 124 was 
313 
 
sufficiently large to detect a medium effect with 80 percent power. While sample sizes at 
baseline and termination were sufficiently large (N = 138) to meet this threshold, sample 
sizes during the PRAC skills (N = 90), trauma narrative (N = 101) and processing and 
integration (N = 75) phases of treatment were lower, and this restricted the statistical 
power of the analyses and may have constrained the ability to discern differences and 
interactions between groups. In addition, in the factorial ANOVA analyses group sizes 
were at times unequal, particularly during the processing and integration phase of 
treatment. Importantly, power was most reduced by virtue of sample and group sizes in 
this phase of treatment, and this is the only phase where no gender-based differences in 
symptom levels were observed. Additionally, the assumptions associated with ANOVA’s 
were at times violated, particularly with regard to normality, and this also limits findings. 
As a result, it will be necessary to replicate this study with a larger sample to further 
examine the relationship between these variables and in an effort to better understand the 
progression of symptoms during TF-CBT.  
Translational research is often challenging and there are factors inherent to 
research in real world settings that can simultaneously bolster and restrict findings. On 
the one hand, when rigid inclusion and exclusion criteria are not applied and community-
based settings are utilized, the symptom profiles of youth included in studies can more 
accurately match the symptoms profiles of youth presenting for trauma-focused 
treatment. On the other hand, samples are often not normally distributed, there can be 
issues with regard to missing data, and samples can be more susceptible to confounding 
variables, all of which can restrict findings.  
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In this study three independent variables were focused on in an attempt to 
evaluate the relationships between these variables, as well as examine their impact on 
PTSD symptoms during treatment. Gender was chosen given the notable differences 
observed in the literature, and sexual violence and age were identified as possible 
moderators based on prior research indicating their relevance to gender and symptom 
expression. However, previous research indicates that many other pre-trauma, event-
specific, and post-trauma factors contribute to symptom expression and severity, as well 
as treatment outcomes. Although sample size did not enable consideration of other 
variables in this study, in future studies it will be important to utilize larger sample sizes 
and more sophisticated analytic plans in order to allow inclusion of other potentially 
relevant variables.   
This study only utilized youth who had successfully completed TF-CBT, and 
consequently did not consider how symptom progression may differ for those who 
terminate treatment prematurely. Research on treatment attrition has identified a number 
of concrete and perceptual barriers that can contribute to treatment drop-out (McKay, 
Pennington, Lynn, & McCadam, 2001), and it is possible that the symptom trajectories of 
those who prematurely terminate treatment may differ from those who successfully 
complete all phases of treatment. As a result, it will be important to explore variations in 
the progression of symptoms between those who do and do not terminate treatment 
prematurely.  
This study utilized the DSM IV-TR version of the UCLA PTSD-RI. Although 
changes made to the DSM-5 version of the measure are relatively minor, this does serve 
as a limitation. Specifically, in the DSM-5 version of the UCLA PTSD-RI, questions 
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were parceled out of the avoidance symptom cluster of the DSM-IV-TR version and 
placed in the new negative alterations in cognitions and mood symptom cluster in the 
DSM-5 version. Further, additional questions were also added to the DSM-5 version to 
comprehensively capture the symptom constellation of the new symptom cluster. Given 
the evolving nature of the PTSD diagnosis, it would be helpful to replicate this study with 
youth who have completed the newest version of the measure. This becomes particularly 
important given the results of the qualitative strand of this study. Specifically, in the 
qualitative analysis gender-based differences in the trauma narratives of males and 
females emerged, with females expressing higher levels of anger towards offending 
caregivers, and disclosing higher levels of negative cognitions related to feeling 
unlovable and/or worthless. These findings seem to best fall under the negative 
alterations in cognition and mood symptom cluster for PTSD, and consequently 
additional examination of the progression of symptoms during TF-CBT using the DSM-5 
version of the measure may provide further insights regarding gender-based differences 
in symptom severity and symptom progression.  
Finally, although the addition of the qualitative strand to this study helped to 
further contextualize findings from the quantitative strand, there are limitations 
associated with the qualitative methods. First, although data saturation was achieved, a 
sample size of 16 is quite low compared to the sample utilized in the quantitative strand 
and the findings from the qualitative strand are not generalizable to any broader 
population. Next, content analysis was conducted on the trauma narratives as they existed 
in their final form, and it was not therefore possible to ascertain how narratives 
progressed from their initial to final stages of development. Similarly, it is possible that 
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processing occurred verbally between that was not fully captured in the final product that 
was analyzed, and therefore is not reflected in the analysis and themes that emerged.   
Conclusion and Future Directions   
 The short and long term adverse consequences of childhood trauma exposure are 
well documented, and it is incumbent upon administrators, practitioners, social work 
educators and policy makers to continue to translate the knowledge assembled from 
research into practice. This study adds to the robust literature on childhood trauma and 
trauma-focused treatment, and in particular provides information concerning the 
progression of PTSD symptoms during TF-CBT. First, this study further substantiates the 
effectiveness of TF-CBT among complexly traumatized youth. Second, by mapping 
symptoms to the various components of treatment and thereby isolating the impact of 
individual components on symptoms, findings help to illuminate the mechanisms of 
action associated with symptom reduction, Hitherto, this has been an understudied area of 
research within the child trauma literature. Results from this study suggest that 
dismantling phase-based treatments in this manner is an important area of investigation 
that can yield useful information concerning the effect of specific components on 
symptoms, and any variations that may exist among sub-populations. Nevertheless, 
additional study on the progression of symptoms during trauma-focused treatment is 
indicated to corroborate these findings. Research that is focused on clarifying the factors 
that impact symptom progression during treatment can help to inform how existing 
treatments may need to be modified to meet the needs of trauma-exposed youth, as well 
as help to indicate what treatment might be the most effective in meeting any one child’s 
needs. In particular, it will be important for future research endeavors to include 
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consideration of younger age groups as well as investigate the progression of trauma-
related symptoms that extend outside the PTSD diagnosis. Additionally, it will be useful 
to examine the impact that other pre- and post-trauma factors may have on symptom 
progression, as well as explore the influence of other trauma-specific variables. 
 This study also confirms that gender continues to be a salient variable to consider 
when investigating traumatic stress reactions and treatment response. Future research on 
trauma-focused treatment for youth should include consideration of gender-based 
differences, as well as further explore the reasons for these possible differences. In 
particular, it may be helpful to consider why gender-based differences disappeared during 
the processing and integration phase of treatment but then reappeared at termination. 
Further, findings from the qualitative strand indicate the need to consider distress 
tolerance, appraisals of self-worth, and gender socialization as they may impact 
cognitive-emotional processing and the resolution of symptoms. In this study, the use of 
the gender interactional model (Kimerling et al., 2014) was especially helpful as it 
provided a framework with which to conceptualize and study gender-based differences as 
they pertain to traumatic stress. This gendered perspective on trauma enables various 
explanations (e.g. biological, psychological, gender role and socialization, etc.) for 
gender-based differences to co-exist, which in turn allows a more comprehensive 
understanding of the expression, development and resolution of traumatic stress 
symptoms. Although this study only included youth who identified as male or female, 
future research will also need to consider the impact that transgender identity has on 
symptom progression and treatment response.   
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 Scholars have more recently pointed to the benefits of mixed methods research, 
particularly in the field of mental health and trauma research (e.g. Creswell & Zhang, 
2009; Kazdin, 2008; Palinkas, 2014). Although the majority of this study involved 
quantitative methods, the qualitative strand provided rich insights and helped to 
contextualize the findings from the quantitative analyses. Taken in tandem, the collective 
strength of both approaches provided a more nuanced and deeper understanding than 
what would have been gleaned had either approach been used alone. As the field of child 
trauma research begins to more specifically focus on what treatments work for whom and 
under what circumstances, the use of mixed methods may be particularly beneficial. 
 Additionally, the meaning making model and emotional processing theory also 
served as useful frameworks for conceptualizing the mechanisms of action hypothesized 
to occur during treatment. Symptom mapping procedures and results from the ANOVA 
analyses seemed to support the validity of emotional processing theory, and content 
analysis of the trauma narratives also yielded information that supports the meaning 
making model. Notably, when examining the mechanisms of action underlying TF-CBT, 
symptom-based psychometric measures such as the UCLA PTSD-RI provide valuable 
information pertaining to treatment response and symptom progression. However, they 
are not able to capture the contextual information that was discerned from the qualitative 
analysis of treatment narratives, and this information is particularly valuable for 
clinicians. Additional qualitative studies exploring the trauma narrative process are 
indicated and may help to further clarify differences that exist between males and 
females, as well as further illuminate the meaning making process. Researchers are 
encouraged to consider the meaning making process with regard to the search for 
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comprehensibility and significance, as well as the products of the meaning making 
process as these are hypothesized to correlate with symptom reduction. As such, it may 
be particularly beneficial to assess whether and to what degree meanings made (e.g. 
reappraisals, perceptions of growth, etc.) are associated with symptom reduction.   
In sum, the high prevalence of trauma exposure among children taken in tandem 
with the deleterious impact of that exposure on multiple domains of functioning 
necessitates that the field continue to develop trauma-informed systems of care that can 
supportively and effectively treat children and families. Fortunately, many empirically-
supported trauma-focused treatments for youth have been developed and there continue 
to be concerted efforts to implement these interventions in real world settings. While the 
field of trauma has exploded in the last few decades, there remains much to learn and 
additional research is needed. Clinicians are encouraged to adopt a scientist-practitioner 
orientation where they consistently strive to infuse research evidence into their practice, 
while researchers are encouraged to draw upon practice experience and conduct studies 
that have real world utility. This marrying of research and practitioner orientations is 
mutually beneficial for professionals, but more importantly for the children and 
adolescents who are in need of help and support. As Rubin and Babbie (2014) write:  
“…the quality of social work research produced ultimately depends not just on the 
researchers’ methodological expertise, but also on their practice knowledge and 
on practitioners’ research knowledge. Without a partnership…there is not likely 
to be a climate of support in agencies for the type of research our field desperately 
needs” (p. 20). 
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